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FAMILY INTERVENTION FOR SCHIZOPHRENIA: A REVIEW OF RECENT 
CLINICAL AND THEORETICAL LITERATURE 
Abstract
For people experiencing psychosis, namely schizophrenia, contact with family members may 
provide valuable support throughout the course of illness. Some family environments, 
specifically those displaying high levels of expressed emotion, may have a detrimental effect 
on the recovery of an individual with schizophrenia. Evidence for the effectiveness of 
working with these families is mixed and the nature of how expressed emotion develops and 
is maintained is complex. In the present paper, recent clinical and theoretical research in this 
area is reviewed and the main themes and ambiguities discussed.
Introduction
Research into the effect of the family atmosphere on the course of illness in schizophrenia 
began in the late 1960’s and 1970’s. In a seminal study. Brown, Birely and Wing (1972) 
reported that service users living with relatives who displayed high levels of criticism, over­
involvement and hostility were more likely to relapse. They coined the term ‘high expressed 
emotion’ (high-EE) to describe these families. In contrast, relatives displaying a higher 
degree of warmth and who possess a range of positive coping strategies are described as ‘low 
expressed emotion’ (low-EE) families. In more recent times, meta-analyses have confirmed 
the predictive value of expressed emotion (EE) in the course of schizophrenia and 
interventions for families have developed as a result (Hooley, 2007). For a detailed 
description of EE, see Appendix C. Research into the EE-relapse link remains on-going but a 
number of important questions remain unanswered, especially with regard to cultural 
difference in EE and the factors predicting family EE. The most recent guidelines from the 
National Institute for Clinical Excellence (NICE) recommend that family intervention should 
be offered to all families of people with schizophrenia, both during the acute phase and later, 
including in inpatient settings. Pharoah, Mari, Rathbone and Wong (2006) carried out a 
Cochrane systematic review and concluded that family intervention may reduce the relapse 
rates for people with schizophrenia and recommended that owing to methodological flaws of 
past studies, further research into the short and long-term outcomes be carried out.
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Aims
Thus, the aim of the present review is to examine the recent (2007 onwards) literature 
looking at both clinical intervention research and at theoretical underpinnings of the EE- 
relapse relationship. This up-to-date review and critique into family work for schizophrenia 
will aid my understanding of and ability to deliver family interventions as part of my work 
placement. An appreciation of the cultural differences in the manifestation of EE will 
facilitate my development of an adaptive and culturally sensitive approach to working with 
families and individuals.
Definition o f Terms
Schizophrenia is a psychotic mental disorder that most commonly manifests as auditory 
hallucinations, paranoid or bizarre delusions, or disorganized speech and thinking. It is 
accompanied by significant social or occupational dysfimction. The onset of symptoms 
typically occurs in young adulthood, with a global lifetime prevalence of around 1.5%.
Diagnosis is based on the individuals’ self-reported experiences and observed behavior.
Diagnostic criteria for studies included in the present review are summarized in Appendix A.
There is no consensus definition of relapse in schizophrenia although typically re-emergence 
of, or significant deterioration in, psychotic symptoms persisting for two weeks (whether or 
not this involves hospitalisation) are used as criteria for relapse.
Family interventions typically involve a combination of psycho-education, support and 
management to reduce EE in families and thus diminish relapse rates, for a detailed 
description, see Appendix B. Family interventions are usually delivered in the community or 
in the family home by two co-therapists and may involve single families or multi-family 
groups.
Search Strategy and Study Selection
Databases searched included PsycINFO, Pubmed, SAGE premier and Ingenta Connect.
Keywords used were family work, family intervention, schizophrenia, psychosis, and 
expressed emotion. The search was limited to empirical, peer-reviewed works published 
between 2007 and the present day. Studies looking at cultural factors were included over
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8others that did not. The reason for this was two-fold, first, an overview of the application of 
theory and implementation of intervention across a diverse range of ethnicities was 
considered most important for my professional development. Secondly, the NICE guideline 
recommends further research into the applicability of family intervention for schizophrenia 
for ethnic minority communities.
Orientation
The clinical intervention literature reviewed presently includes randomised controlled trials 
(RCTs) for family intervention for schizophrenia from the UK, China and Pakistan. A 
prospective observational study from Spain is also included. Studies examining theoretical 
perspectives include two papers exploring cultural manifestations of EE in Mexiean- 
American and Anglo-American populations. A further two papers look at the EE-relapse 
relationship and postulate the appraisal processes and attributional mechanisms underlying 
this. Finally, one study looks at whether EE can be predicted through educational attainment 
and another investigates whether prediction of EE is best explained by a stress-coping 
model. A summary of the studies included for review can be found in Appendix A.
Review of Clinical Intervention Literature
UKRCT
Garety et al. (2008) carried out an RCT testing the effectiveness of Cognitive-behavioural 
therapy (CBT) and family intervention in relapse prevention and symptom reduction in non- 
affective psychosis. Owing to the scope of the present review, only the details relating to the 
family intervention pathway shall be discussed in detail. The trial was set over five mental 
health services in urban and suburban London, Norwich and rural Norfolk. Each setting 
differed in terms of social deprivation and ethnic configuration. In-depth demographic and 
clinical characteristics are provided and these did not differ between groups. The sample size 
was 301 and from this 218 did not have carers and therefore were allocated to the no-carer 
pathway. Eighty-three were allocated to the carer pathway and 28 were randomised to the 
family intervention plus treatment as usual (TAU) group, 28 to the TAU alone group and 27 
to the CBT plus TAU group. The authors pay attention to avoiding limitations of earlier 
trials by ensuring research assessors were appropriately masked to the allocation of the 
participant. The main findings were that psychological interventions provided no benefits for
Volume 1 : Submitted for the Degree of Doctor of Psychology (Clinical Psychology) Laura Marshall
the relapse rates and only limited benefits for social functioning. Specifically, family 
intervention had no significant effect on relapse rates and no significant effect on social 
functioning at 12 or 24 months. There was a significant improvement in social functioning 
at 12 months when comparing psychological intervention (not distinguishing between CBT 
and family intervention) to TAU alone, however this effect was not maintained at 24 months.
There were significant reductions in the levels of critical comments (CC) in the family 
intervention group.
There are several statistical considerations which signal the need for caution when 
interpreting the above results. Firstly, the presence of multiple significance testing 
throughout the analyses increase the risk of Type I errors. Secondly, owing to the relatively 
small sample size of the family intervention group, the analyses were not adequately 
powered. The authors note that the overall low relapse rates for all groups compromised the 
analyses further. Levels of EE were low and may reflect a bias in that most patients who had 
carers (and therefore were included in the carer pathway of the study) were predominantly 
from rural or suburban settings. Importantly, analyses were based on an intention to treat 
(ITT) principle which accounts for potential biases arising from sample attrition. This 
ensures the estimates of the treatment effect are ecologically valid and reflect the 
practicalities of clinical work (where patients often do not adhere to treatments) rather than 
the treatment’s efficacy when taken optimally. It would seem imperative that in future other 
researchers report seemingly dis-confirmatory evidence to the research community, in order 
that subsequent studies can work to enhance our understanding of the area.
Pakistan RCT
The most recent Cochrane review of family interventions for schizophrenia did not include a 
study from Pakistan (Pharoah et al. 2006). Having identified this gap in the literature, Nasr 
and Kausar (2009) carried out an RCT looking at the impact of family psycho-education on 
the burden of schizophrenia in the family. A total of 108 patients were randomised to either 
the psyeho-education group (n=52) or the control group (n=56). One adult relative living 
with the patient was included in the study. Demographic characteristics for both patients and 
relatives are included in the report and there were no significant demographic differences 
between the experimental and control groups. The Family Burden Interview Schedule (FBIS:
Pai & Kapur, 1981, cited in Nasr & Kausar) was used to assess family burden, however there 
was no information provided on the reliability or validity of this measure. The psycho­
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education package was modelled on a widely cited family intervention package and 
translated into Urdu, Families allocated to the experimental condition attended a total of 
nine therapeutic sessions. This is consistent with Garety et al. (2008) who categorised 
between six and 11 sessions as being required to constitute a full dose of intervention. For 
both groups, FBIS scores were collected pre- and post- intervention and an ITT analysis was 
employed. The authors compared the groups controlling for pre-intervention scores and 
found that the experimental group showed a significant reduction in burden.
Overall the authors conclude that family psycho-education has beneficial outcomes in terms 
of the burden experienced by families caring for a relative with schizophrenia. This study 
appears to overlook several important factors in the family intervention for schizophrenia 
literature, namely relapse rates and the level of EE of the families. The latter is especially 
important when assessing the utility of family intervention as EE had been shown to be an 
important factor in the effectiveness of this intervention and for predicting relapse (Kuipers 
et al., 2002). Despite these limitations, this study provides vital evidence that family 
interventions for schizophrenia have value in a Pakistani setting. The authors acknowledge 
that provision of support and respite services for families are virtually non-existent in 
Pakistan and crucially suggest that the findings be considered by policymakers when 
planning services.
China RCT
Chan, Yip, Tso, Cheng and Tam (2009) conducted a longitudinal RCT evaluating a psycho­
education program for Chinese clients and their family caregivers. Seventy-three patients 
with a diagnosis of schizophrenia and their caregivers (n=73) were recruited and randomised 
into an experimental (n=36) or control group (n=37). Chan et al. report that this group size 
can detect an effect size of 0.70 at 5% significance and a power of 0.80. Outcomes were 
measured longitudinally at baseline, post intervention and at six and 12 months post­
intervention. Similar to the Nasr and Kausar (2009) study, Chan et al. measured family 
burden using the FBIS and did not measure, or indeed mention, levels of EE. In addition, 
caregivers’ perceived self-efficacy and satisfaction with social support were measured.
Patient outcomes were also measured including adherence to medication, mental status and 
insight into illness. A strength of this methodology was that Chan et al. recounted previous 
studies in Hong Kong that had reported good reliability and validity with all of the measures 
used. All pre- and post- measures were conducted by an assigned nurse who was not
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involved in the intervention to avoid bias. The psyeho-education intervention was delivered 
in 10 sessions over three months.
The main findings were that patient outcomes were significantly improved for the group 
receiving psyeho-education at all time points except 12 months post-intervention. For 
caregivers, the findings were mixed. Self-effieacy and satisfaction with social support was 
significantly improved at immediately post intervention and at six months. This effect was 
not maintained at 12 months. Perception of family burden was improved at six months post­
intervention only. These results lend support to the idea that family interventions are most 
effective when delivered over a longer period of time. Kuipers et al. (2002) recommend that 
family interventions are, in some eases, available for up to three years. Factors associated 
with Chinese culture were taken into account and the interventions adapted to local belief 
systems, for example some caregivers attributed their relative’s illness to eating too much 
meat in adolescence and to an imbalance of yin and yang forces. Clearly there is a need for 
more research into schizophrenia and family work in Chinese culture and this study may 
provide the impetus required for development of culturally- specific measurement 
instruments.
Spain Prospective Observational Study
A recent study by Gonzalez-Blanch et al. (2010) recruited 23 patients and their main 
caregiver from a first-episode psychosis program in Cantabria, Spain. Family burden was 
measured using a standardised measure of subjective and objective burden. EE was 
measured using the Family Questionnaire (FQ: Wiedemann et al. cited in Gonzalez-Blanch 
et al.). Use of the FQ could be seen as a limitation of this study seeing as the Camberwell 
Family Interview (CFI: see Appendix C) is the gold standard. The intervention consisted of 
family psycho education, with eight sessions over four months. Family burden and EE were 
assessed before and after the intervention, there was no information provided with regard to 
blinding or masking procedures for this study. The authors examined EE-change and 
correlations between variables.
The main findings were that burden and EE did not change significantly after the 
intervention. Burden was significantly correlated with emotional over-involvement (EOI) but 
not with CC. This is contrary to the results reported in Chan et al. (2009) and Nasr and 
Kausar (2009) who both found that family intervention reduced family burden.
Unfortunately the lack of published effect sizes precludes any speculation with regard to
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whether the Gonzalez-Blaneh et al. (2010) study could have expected to see an effect with a 
greater sample size and more powerful study. Another major limitation was the lack of a 
control group. The authors report that half of the caregivers were rated as high-EE but they 
do not specify the indices responsible for this classification i.e. whether they were high-EE 
due to EOI, CC or both. This omission means that the results cannot be compared to the 
findings from other studies and that important cultural factors relating to the manifestation of 
EE in Spanish caregivers may have been overlooked.
Review of Theoretical Literature ^
Cultural Differences in EE
Breitborde, Lopez, Wickens, Jenkins and Kamo (2007) proposed that testing for curvilinear 
relationships would elucidate the nature of the relationships between EE indices and relapse. 
Importantly, they also explored the role of culture in explaining the relationship between EE 
and relapse among a Mexican-American sample. They argue that exploring indices of EE 
(EOI, warmth, CC) is more useful than EE as a whole as the indices show soeio-cultural 
variation. The sample for the study consisted of 44 Mexican-American individuals with 
schizophrenia and their respective key relative. One serious limitation of the study is that 
there was no soeio-demographic information of the sample provided. The CFI was used to 
assess EE. Relapse was assessed by contacting the participants monthly, for nine months.
Independent raters placed the participants into one of three categories; relapse, no relapse, 
non-remitting symptoms. A strength of the methodology was that raters had established 
inter-rater reliability and were blind to the EE status of the relative. After excluding those 
participants in the non-remitting symptoms category, there were 17 and 27 participants in the 
relapse and no relapse categories respectively. The investigators found that in tests of 
goodness-of-fit, a quadratic model was a superior to a linear model in predicting relapse for 
both EOI and warmth. In contrast, they found that neither linear nor quadratic models of CC 
were significant predictors of relapse. The main findings were that both a moderate level of 
EOI and a high level of warmth were protective against relapse whereas high EOI may be 
toxic.
The index of CC does not appear to predict relapse in this study and this finding is not in line 
with previous research where CC has been shown to be a strong predictor of relapse. The 
authors offer a cultural explanation for this finding, suggesting that for Mexican-Americans,
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the collectivistic, inter-reliant culture means that family connections are most important; 
hence EOI is the most substantial factor. In a later study by Lopez et al. (2009), these 
cultural differences were further explored and they found that a Mexican-American sample 
made significantly less critical comments than an Anglo-American sample. Breitborde, 
Lopez, Wickens, et al (2007) usefully explore a novel and perhaps more accurate curvilinear 
model of the EE-relapse association. However, it seems that relapse alone may not be the 
only interesting variable. Further studies may be rendered more holistic if they were to 
measure other factors such as quality of life or social functioning. This study may however 
prove useful for clinicians working within the Mexican-American community, seeing as EOI 
and warmth, and not CC, appear to be important factors in terms of foci for family 
intervention.
As mentioned above, Lopez et al (2009) conducted an investigation into the cultural 
variability of the manifestation of EE with a sample of Mexican-American carers. Similar to 
Breitborde, Lopez, Wickens, et al (2007), they separated EE into indices and focussed on 
EOI, CC, warmth and hostility. The methodology involved pooling data from three earlier 
studies to form one group called “Mexican-American 2000’s”. Two other previous studies 
formed the two other groups, “Mexican-American 1980’s” and “Anglo-American 1980’s”. It 
is important to note that in the latter study, dyads of relatives were used whereas single 
relatives were used for the Mexican-American studies. This may have introduced bias whilst 
assessing EE, seeing as the CFI is in interview format and having another relative present 
may have altered the participant’s responses. The sample sizes were good; 126, 44 and 54 
respectively. The CFI raters for two of the groups were blind to the study hypotheses and the 
authors appeared to strive for lack of bias in the ratings. The main findings were significant 
differences between combined Mexican-American and Anglo-American samples. 
Specifically, Anglo-Americans had higher rates of EE overall, higher levels of CC and 
hostility and less warmth and EOI than Mexican-American samples. In corroboration of 
Breitborde, Lopez, Wickens, et al. (2007), the authors also found a curvilinear relationship 
between EOI and relapse. Taken together, these studies demonstrate the importance of 
exploring cultural manifestations of EE and may stimulate much needed research in other 
cultures.
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Theoretical Perspectives on the EE-Relapse Relationship
Breitborde, Lopez and Nuechterlein (2009) carried out qualitative and quantitative analyses 
of caregivers’ narratives in an effort to elucidate the mechanisms underlying the EE-relapse 
assoeiation. They argued that a direct relationship between EE and relapse was over- 
simplistic and conceptualised EE as a “proxy risk factor” (p.45), i.e. a variable which 
correlates with a robust risk faetor for a particular outcome. The authors suggest that this 
additional robust risk faetor is caregivers’ perception of their ill relative’s agency. Two 
studies were detailed in this paper; one study utilized qualitative analyses of caregivers’ 
narratives with a view to exploring the putative relationships between high-EE v. low-EE 
caregivers and perception of their ill relative’s agency. The second study utilized quantitative 
analyses to assess the generalizability of the findings from the first study and serutinise 
evidenee for EE as a proxy risk factor. The participants for this study were made up solely of 
Caucasian individuals. The degree of homogeneity within the sample could not be construed 
as the authors did not inelude demographic information in the paper. A strength of the 
methodology was that they used a standardised method of measuring caregiver EE- the CFI. 
Unfortunately, the researcher carrying out the qualitative analyses was not blind to the EE 
status of the key relatives; this eould have introduced bias into to analyses. In the second 
study however, raters were blind to the EE status of participants.
Breitborde, Lopez and Nueehterlein (2009) found that there were differences in how 
caregivers perceive the ill relative’s agency in that high-EE caregivers saw the symptoms of 
schizophrenia as arising from the volition of their relative whilst low-EE caregivers tended to 
view symptoms as something that is inertly experienced rather than enaeted. Whilst the 
authors report evidence for EE as a proxy risk factor for caregivers’ perceptions of agency, 
they themselves eite limitations with the statistical analyses used to determine this. Overall, 
this paper highlights some interesting clinieal implications, including the need for therapists 
to be explicit with regard to ageney and expression of symptomatology in schizophrenia 
when providing psyeho-education programmes for families.
Much of the research into the EE status of families appears to focus on appraisals of negative 
events in the patient’s life. Indeed Breitborde, Lopez and Nueehterlein (2009) focussed on 
the specific event of the patient being taken into hospital. Grice et al. (2009) make efforts to 
address this bias by looking at both negative and positive events and the attributions families 
make about them. The authors distinguished between low- and high- EE and also
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differentiated between the EE indices responsible for a high-EE classification, hence they 
had four groups; low, high (EOI), high (CC) and high (CC and EOI), The overall sample size 
was 70 although 67% were grouped as low-EE thus relatively few were grouped into the 
high-EE categories, indeed only seven per eent were grouped as high (EOI). EE was 
measured using the CFI. Attributions were extracted and coded from the CFI audio 
recordings. Importantly, the transcriber was blind to the EE ratings of carers. On several 
occasions throughout the author’s description of the methodology, personal communications 
and conversations with an expert in the field are cited. This could be seen as a limitation 
seeing as other researchers wishing to replicate the method would not be privy to this 
information.
The main findings were that overall, high- and low- EE relatives did not differ in the total 
number of attributions made. Low-EE relatives made significantly more attributions about 
positive events and significantly less attributions about negative events than high-EE 
relatives. Grice et al. (2009) also looked in more detail at a specific type of attribution, 
termed responsibility attributions. Responsibility attributions are defined by the authors as 
“the most blaming attributions, as the cause is held to be internal, personal and controllable” 
(p.787). They report that high (CC) relatives made the most responsibility attributions whilst 
interestingly, high (EOI) made the fewest. It appears that although low-EE relatives make 
more responsibility attributions than high (EOI) relatives, the majority of these are in the 
positive event category. The authors explain these findings by postulating different appraisal 
styles between the EE state of the relatives. They propose that high (CC) relatives use 
responsibility attributions for both positive and negative events. However, high (EOI) 
relatives use “victim appraisals” (p.788) i.e. seldom attributing responsibility for any event, 
whereas low-EE relatives use “survivor appraisals” where negative events are seen as 
outside of the patient’s volitional control and positive events are viewed as being dependent 
on the patient. This explanation seems a useful and parsimonious way of viewing the links 
between attributional style, EE and relapse. This paper also highlights some interesting 
considerations for when delivering family interventions such that events should be explored 
with a view to encouraging responsibility attributions for positive events whilst conversely 
deereasing the attribution of responsibility for negative events.
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Predictive Factors for EE
Many studies have foeussed on the notion of eausal attributions as predictors of EE in 
schizophrenia (Barrowclough & Hooley, 2003). Duarte, Weisman de Mamani, Rosales and 
Kymalainen (2008) carried out researeh into whether another variable, educational 
attainment, could predict family members’ EE status. Notably, the authors explored the 
effect of educational attainment aeross a diverse sample comprised of three ethnic 
backgrounds: White (n=20), Hispanie (n=21) and Black (n=16). Whilst the effort to inelude 
ethnieity as a factor is laudable, the authors do not specify the level of homogeneity within 
the sample. For example, there was no information on whether any of partieipants were part 
of an immigrant population, or indeed the nationality within the ethnicity the participants 
belonged to e.g. whether ‘Hispanic’ refers to people of Mexiean/Puerto Rican/Cuban or 
Spanish deseent. This may limit the generalizability of the findings. One of the inclusion 
criteria for participants in the study was that relatives must spend at least one hour of face-to- 
face contact with the patient each week. This appears very little, seeing as most, of the 
literature suggests a minimum contact time of 10 hours and many studies report an average 
eontact time of around 35 hours per week. The mean contact time for this study was not 
reported.
The principle measure used for assessing attributions was the Russell’s Causal Dimension 
Scale (RCDS: Russell, 1983, cited in Duarte et al, 2008). The RCDS is a self-report measure 
based on a series of Likert seales spanning three factors: controllability, intentionality and 
responsibility. They also used a convergent source of attribution assessment from the Five 
Minute Speeeh Sample (FMSS: Magana et al., 1986, cited in Duarte et al.). The FMSS is 
used to rate attribution statements from the CFI and was also used to assess levels of EE in 
this study. A demographic questionnaire was used to assess levels of educational attainment.
The main findings were that lower educational attainment was assoeiated with more blame- 
centric, internal causal attributions for White and Hispanic family members. For Black 
family members, they found the opposite to be true in that greater educational attainment 
was correlated with more responsibility attributions. Interestingly, these findings are only 
true when attribution scores are obtained from the RCDS and not the FMSS, the latter being 
a less faee-valid, more discreet measure. The authors suggest that for well-educated White 
and Hispanie groups, social desirability phenomena may exert an effect and they may 
attenuate their responses accordingly. There is no explanation offered as to why the same
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cannot be said for the well-educated Black group although the authors note that cultural 
factors such as beliefs around overcoming adversity may play a role. This assumption 
presents as speculative and is not underpinned by any theoretical or evidential grounding.
Duarte et al. (2008) also found that edueational attainment did not predict EE status i.e. high- 
and low-EE relatives were similarly educated. One major limitation of this study is that it did 
not measure the level of knowledge of the family members with regard to schizophrenia or 
mental illness. This oversight is bewildering seeing as previous research and theoretical 
perspectives indieate that knowledge of the illness itself has an effect on causal attributions 
and levels of EE.
Finally, Chan (2010) carried out a study to identify predictors of caregivers’ high-EE based 
on a stress-coping model. Aecording to this model, an individual’s appraisal of a stressful 
situation or interaction predicates whether a problem-focussed or emotion-focussed coping 
strategy is implemented. Within this model, Chan hypothesises that the EE status of 
caregivers is likely to arise from a combination of appraisal of, and poor coping with, the 
stress of their relative’s difficult or disruptive behaviours. The sample was recruited by 
convenienee sampling and the author notes that this method has its limitations in terms of 
seleetion bias and generalizability of findings. Ninety-two potential participants were 
recruited and the final sample consisted of 61 caregivers. The FQ was used to measure the 
two dependent variables of CC and EOI.
Bivariate analyses were used to identify the independent variables to be included in 
regression models. Stepwise multiple regression analyses were used to select significant 
predictors for CC and EOI. The author acknowledges the limitations of employing the latter 
analyses but argues that the large effect sizes detected are sufficient to allay the probability 
of Type I error. Chan (2010) reports that appraisal of difficult behaviours was the primary 
predictor for CC, accounting for 60% of the explained variance. This corroborates the 
findings of Grice et al. (2009) and lends support to the idea that caregivers with high CC 
may'make appraisals of the ill relative as being responsible for their actions. Chan also 
reports that caregivers’ appraisal of dependency accounts for 67.5% of the variance of EOI.
This finding also supports the idea that caregivers who are high EOI may perceive their 
relative as vulnerable and not culpable for any difficult behaviours. Importantly, the author 
draws some spécifié clinieal implications from this study based on the assumption that high- 
EE is a negative emotion outcome arising from inadequate coping with the appraisal of 
stressful events. Specifically, a dual approach is recommended consisting of medication and
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CBT for patients to reduee the oecurrence of stressful events and family intervention for 
earegivers and patients over an extended period.
Conclusions
Summary and Directions for Future Research
Based on the recent clinical intervention literature, the evidence for family intervention 
appears mixed, although there is some promising evidence that family interventions may 
have some cross-cultural applicability. One factor that may be causing varied findings is that 
that all the studies reviewed, apart from Garety et al. (2008), used family psycho-edueation 
as the intervention. The theoretical literature suggests that psycho-edueation alone does not 
affect levels of EE and therefore may not be helpful in moderating family stress, burden, 
illness progression and relapse (Kuipers et al. 2002). In a reeent review, Askey, Gamble and 
Gray (2007) suggest that family intervention is most helpful for high-EE families but may 
actually increase EE in low-EE families and adversely affect outcomes. Hence it is 
surprising and concerning in an ethieal sense that some of the recent family intervention 
studies are not taking EE into account. There is also some variability in the length of time 
family interventions were conducted for, with most studies coneluding that in order to 
support positive changes, the intervention needs to be long term. Sota et al. (2008) however 
suggest that the effects of family work may depend not on the number of sessions but on the 
time spent on average with each family member. As NHS services move toward a model of 
briefer, more cost-effeetive, evidenee-based interventions, it may be the case that family 
interventions are side-lined. Indeed, throughout the present review there was a lack of recent 
UK researeh into the area and there is a need for further evidence if family intervention for 
schizophrenia is to remain endorsed by the NICE guidelines.
The wealth of theoretical literature surrounding the nature of the EE-relapse relationship 
affirms EE as an important psychological construct when considering the course of illness 
for people with sehizophrenia. However, many of the studies are eorrelational and cross- 
sectional by design and this precludes inferences being made about the causal relationship 
between variables. Whilst Breitborde, Lopez and Nueehterlein (2009) suggest EE is a proxy 
risk factor for relapse, they propose that appraisal of agency is a stronger risk faetor for 
relapse. Grice et al. (2009) on the other hand suggest that attributional style is the paradigm 
underlying family EE and Chan (2010) supports this assertion, suggesting coping style as an
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important factor in the manifestation of EE also. Other perspectives, whilst not within the 
scope of the present review, are also interesting, including Moller-Leimkuhler and 
Obermeier (2008) who propose that personality traits sueh as neuroticism are important in 
predicting caregiver burden. The evidenee base for the EE-relapse relationship appears to be 
expanding to non-familial caregivers, as demonstrated in a recent study by Soloman and 
Alexander (2010) who looked at levels of EE in case managers and found that high-EE in 
these workers was related to poor medication compliance and social contact. Further 
research is needed into the cultural manifestations of EE, if we are to provide effeetive 
family interventions within a multicultural and ethnically diverse community.
Implications for Professional Development
For my personal clinical practice, there are several findings from this review which require 
further thought: first; cultural considerations, second; time frame and third; personal and 
collegial levels of EE. Cultural issues may be addressed through thorough assessment of the 
families’ needs, good multidisciplinary team and inter-ageney working and of course a 
sensitive, respectful and adaptive approaeh to family work. I will have the eapacity to work 
with families fortnightly for up to six months; therefore I will need to think carefully about 
the support services that may need to be put into place before the formal intervention with 
the family ends. On-going self-reflection and clinical supervision will be vital in ensuring 
my own personal levels of EE remain optimal for me personally and for the therapeutic 
environment.
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APPENDIX B 
Family Intervention
Pharoah et al. (2006) suggest that family interventions for schizophrenia may have a variety 
of different strategies. These include:
• Building of an alliance with caregivers for the person with schizophrenia
• Lessening the hostility of the family atmosphere
• Reducing the level of stress and burden affecting the caregivers
• Improving the ability of caregivers to anticipate and solve problems
• Reduction in expressions of negative emotions such as anger and reducing blame.
• Ensuring that expectations for the patient are realistic and achievable
• Encouraging boundary-setting and independence
• Promoting change in the attitudes and behaviours of the caregivers towards the 
patient
28
APPENDIX C
Measurement of Expressed Emotion
Expressed emotion (EE) is measured through the Camberwell Family Interview (CFI, Leff & 
Vaughn, 1985: cited in Hooley, 2007). The interview typically takes between one and two 
hours to complete and is audiotaped for later coding (which takes two to three hours). 
Training people to rate the CFI takes around two weeks. The CFI consists of questions aimed 
at eliciting a relative’s views of the development and symptomatology of the patient’s 
illness. Questions are also designed to gather information on the way that the family 
approach difficult situations and how the relative interacts with the patient generally. Ratings 
of EE are based on the content of the relative’s responses and also the tone of voice used 
when answering.
Indices of Expressed Emotion
The key indices of EE are critical comments (CC), emotional over-involvement (EOI). CC 
reflects a dislike or disapproval of some aspect of the patient’s behaviour e.g. “he’s always 
sleeping, it’s very annoying” (Hooley, 2007, p. 331). EOI reflects an over-protective attitude 
or a dramatic interpretation of situations with a high level of emotional distress e.g. “I won’t 
leave him alone if I can avoid it-1 worry constantly” (Hooley, p. 331).
Relatives are classified as high-EE if they display above-threshold on CC or EOI or if they 
show any amount of hostility towards the patient. Relatives are classified as Low-EE if they 
fall below the threshold for CC and EOI required for high-EE. Warmth is recorded from the 
CFI however it is not used in the classification of low- v. high-EE as people scoring high on 
EOI often score high on warmth also.
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What distinctive contribution can the profession of clinical 
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Introduction
In order to define of the distinctive contribution of clinical psychology to today’s NHS, l' 
found it helpful to look back through the history of the profession. This endeavour led me to 
think about the influences that have shaped the profession and this enabled what I hope is a 
realistic appraisal of some future perspectives. Of course, the scope of this essay is limited 
and the topics under discussion reflect an interest which has been sparked by my experiences 
as a trainee clinical psychologist.
When thinking about the current context of the role of clinical psychology in the NHS, I 
focussed on issues of equitability and diversity as my experiences have led me to believe that 
these are issues that are vital to current and fiiture health service provision. I hope that any 
disillusionment with the progress to date in this area that comes across in my writing is 
tempered with a passion to see clinical psychology take a lead in tackling these issues in the 
future. The current discourses around healthcare in the NHS seem to be dominated by the 
implications of financial constraints resulting fi*om cuts in government funding. The 
distinctive contribution that clinical psychology has to offer is therefore ever more important 
as the issues of cost effectiveness and “adding value” become paramount.
Whilst attempting to synthesise my ideas about the areas that clinical psychology could 
concentrate efforts in the future, I found that I kept coming back to the idea of leadership.
The potential for the profession to lead in the NHS is discussed and reflects my personal 
desire to make leadership a significant part of my training and future career. Formulation, as 
a core competency of applied psychologists, is discussed and ways of working that enable 
dissemination of this skill are suggested. Issues around social inclusion and involvement are 
addressed which again reflect an area that is open to further contribution by clinical 
psychology.
Literature search strategy
Key words such as: clinical psychology, NHS, leadership, social inclusion and diversity were 
used to access relevant literature from PsycINFO database. A search of the Department of 
Health, British Psychological Society and Health Professions Council websites was 
undertaken in order to access key policy documents.
* The first person pronoun is used in the introduction and conclusion sections in order to communicate personal 
positions and reflections in relation to the topics under discussion.
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Clinical Psychology in the NHS
The profession of clinical psychology has been influenced largely by the organisational and 
political structure of the NHS and so continues to be on a trajectory of continuous 
reorganisation and change. The profession gradually expanded throughout the 1960’s and 
70’s until two major reviews were commissioned in the late 1980’s. The review by the 
Management Advisory Service (MAS; 1989) presented three observations which helped to 
define the role of clinical psychology provision in the NHS into three levels. These levels 
included: an indirect role of clinical psychology in promoting psychological thinking 
throughout general healthcare; the role of training other health care professionals to deliver 
protocol-based interventions; and the application of theory to practice by qualified 
psychologists. These levels shall be used as guide to thinking about clinical psychology in 
the NHS throughout this paper.
The second review by the Manpower Planning Advisory Group (MPAG; 1990) reported 
shortfalls in the provision of clinical psychology services across the NHS and particularly in 
older people and learning disabilities fields. In line with these reviews, the British 
Psychological Society (BPS) changed the accreditation criteria to reflect the emerging 
greater breadth and depth of the roles clinical psychologists were required for in the NHS.
By 1997, the Department of Health (DoH) and BPS had increased the commissioning of 
training places from 200 to 500 (BPS, 1997). This expansion continued, with the peak 
number of places of 623 being offered in 2009 (Leeds Clearing House).Clinical 
psychologists comprise the largest single group of applied psychologists and have 
historically been influential in advising service providers and commissioners regarding the 
psychological needs of the communities they serve.
Owing to the recent economic climate, in the past two years, numbers of clinical psychology 
training places being offered have decreased. With a growing population, this means that the 
demand for clinical psychology expertise will always outstrip supply (Lavender & Paxton, 
2004). Changes to the career grading have helped to improve the cost-effectiveness of 
psychological therapies services with the advent of graduate mental health worker and 
assistant psychologist roles. The improving access to psychological therapies initiatives have 
gone some way into addressing issues of supply and demand, but a full critique is outside the 
scope of the current paper. Clearly, in order for clinical psychology as a profession to
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continue to contribute to the NHS in a distinctive and meaningful way, innovative strategies 
will increasingly be required.
The skills of clinical psychologists are required to fit with the ethos and structure of NHS 
service delivery. The NHS does not currently recruit by profession but rather by specific 
clinical competencies and skills. This service provision philosophy is characterised in the 
New Ways of Working Projects (NWW; DoH, 2007). One outcome of a competency-based 
model is that clinical psychologists cannot make claims of competence based on their 
professional registration alone. Clinicians from other professional groups or areas of applied 
psychology are eligible to fill roles which may have previously been the preserve of clinical 
psychologists. This model then requires the profession to evidence which competencies are 
routinely and uniquely provided by clinical psychologists. Moreover, as a relatively 
expensive resource, clinical psychology must be prepared to justify the distinct value that the 
profession can bring to healthcare provision.
One issue that warrants further exploration is that of diversity related to clinical psychology 
service provision in the NHS. There is extensive evidence that suggests that minority ethnic^ 
groups do not receive equitable access to NHS clinical psychology services (for review, see 
Williams, Turpin & Hardy, 2006). Given that the UK is an increasingly ethnically and 
culturally diverse society, the extent to which clinical psychology as a profession currently 
addresses this issue is of significance to the focus of clinical psychology in the future. There 
are numerous documents in the public domain which provide frameworks for improving the 
diversity and cultural sensitivity of health care provision. In particular. Delivering Race 
Equality: A Framework for Action, (DoH, 2003), highlights the importance of increasing the 
availability of psychological services for ethnic minority populations. In later sections, the 
ways in which clinical psychologists could use their distinctive skills such as formulation 
and service improvement to address this issue are discussed.
Distinctive Contributions: Present and Future.
Perhaps the most prolific writer on the state of clinical psychology in the UK is Derek 
Mowbray, with his reviews and recommendations having influence on strategic planning and 
workforce initiatives in the NHS. Recently Mowbray (2010) has asserted that clinical 
psychology has “lost the plot” by failing to expand beyond the “narrow confines of clinical 
therapeutic activities” (p.l). He argues that for clinical psychology to flourish, greater 
tenacity and leadership is required to re-focus efforts on meeting public interest on 
improving health.
 ^The term 'ethnicity' is used to  refer to  groups sharing a com m on nationality, culture or language; th e  term
'minority' is not used as an arithmetic proportion, but as involving the idea o f collective discrimination based a Marshall
UDon ohvsical or cultural characteristics (H iehlen. 19941
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Of an NHS workforce of 1.3 million, there are only 6000 qualified clinical psychologists 
(Llewelyn & Cuthbertson, 2009), making it unfeasible for the profession to have a wide 
reaching impact through working solely with individuals. In this section, perspectives for the 
future shall be discussed, with a specific emphasis on the capacities that allow clinical 
psychologists to expand their expertise beyond the one-to one therapeutic arena: leadership, 
service and policy development, formulation and social inclusion.
Leadership
There are many different definitions of the concept of leadership and it is used here to refer 
to a process of influencing and facilitating rather than one of authoritarianism and ‘people 
management’. Llewelyn and Cuthbertson (2009) propose that leadership is synonymous with 
many of the competencies associated with clinical psychology and should not be viewed as 
something which is performed by or best suited to other professional groups. Indeed, 
leadership is seen as crucial for the implementation of NWW for applied psychologists 
(Lavender & Hope, 2007) and the DCP state that “leadership behaviour enables 
organisations not only to cope with change but also to be proactive in shaping the future” 
(p.l., DCP, 2010a). Leadership thus constitutes a distinctive set of skills that clinical 
psychologists can use to contribute to NHS service delivery. The ways in which these skills 
are currently put to use is now discussed and ideas for future utilisation are proposed.
At the local level, clinical psychologists are required to be able to work effectively in teams, 
throughout all stages of the career ladder (Onyett, 2007). They are also expected to take a 
lead on clinical governance issues in teams and to ensure that high quality services are 
maintained for service users, as per the Knowledge and Skills Framework (KSF; DoH,
2004). Clinical leadership in teams requires skills in managing interpersonal relationships as 
well as an ability to understand resistance to change and to encourage innovation. Having 
training in psychological theory and practice would clearly be of benefit when undertaking 
clinical leadership roles. However, Lavender and Allcock (2006) suggest that there is a lack 
of clarity surrounding the role of a psychologist in medically dominated NHS teams. 
Therefore, in order that their value to the team is realised, each psychologist must
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demonstrate how they can contribute and establish skills in negotiating the complex 
hierarchical structures that typically exist.
A clinical psychologist then, with knowledge of team dynamics and a well-developed 
capacity for self-reflection, is well suited to achieve clinical leadership. It is therefore 
interesting to note that with amendments to the Mental Health Act (2007), clinical 
psychologists are able to apply for and fulfil the new roles of approved clinician or 
responsible clinician (formerly responsible medical officer). This change in legislation 
potentially enables clinical psychology as a profession to participate in statutory leadership 
previously only available to professionals of a medical background. There are a few 
vociferous critics who argue that taking on a statutory role is counter to the concepts of 
collaboration and reducing power differentials inherent to therapeutic work (Holmes, 2010).
However, a counter argument outlining the potential benefits of having psychological 
thinking and psychologist-led care more embedded in clinical work with the Mental Health 
Act does not seem to have developed with the same strength of feeling.
It is my view that the role of approved clinician and other leadership roles within the NHS 
could allow clinical psychologists to connect with people who perhaps would benefit most 
from an equal, empowering relationship with a mental health professional. This could be a 
useful resource when thinking about leading on social inclusion and involvement initiatives 
and makes valuable use of the professional power bestowed by a role in leadership. The 
added value that this role creates may enhance the utility of clinical psychologists in the eyes 
of commissioners and service managers. Therefore future efforts in exploring how the skills 
of a clinical psychologist could be applied to this role would potentially benefit all 
stakeholders in the NHS.
At the professional level, leadership is seen as an essential competency for the 
implementation of NWW for applied psychologists (Lavender & Hope, 2007). Less senior 
clinical psychologists may be involved in enhancing the credibility of psychology within 
teams and promoting leadership qualities in trainees. Clinical psychologists at consultant 
level are required to communicate the quality and value for money of psychology to 
directors and commissioners. Those at clinical director level should be prepared to engage in 
board-level marketing of psychological services alongside advocating for a psychological 
stance in conjunction or instead of other health care models (DCP, 2010a). It is perhaps this 
latter type of leadership that Mowbray (2010) was referring to when he called for greater 
tenacity in the future of clinical psychology leadership. Clinical psychologists may face
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competing with other applied psychologists when applying for leadership roles in the NHS, 
it is therefore crucial that the unique skills of the profession are identified and promoted.
The DCP has produced a compendium of marketing strategy resources for clinical 
psychologists (DCP, 2008) in order to support the promotion of the profession at the local 
level. This document highlights the need to create a strategy that markets what can be 
offered i.e. the “products” and how these relate to organisational objectives, citing the 
evidence base and highlighting the unique skills that the profession has to offer. The 
marketing strategy emphasises the need to compete for commissioning and provides 
practical tools to support the promotion of psychological services in relation to clinical and 
organisational guidelines. Given that the NHS is set to become potentially open to 
unprecedented competition and commercialisation, efforts in the future would be wisely 
spent on marketing the added value that clinical psychologists can bring to NHS services.
The idea of ‘marketing’ our wares as psychologists may not appeal to all; perhaps owing to 
the ‘political’ nature of the skills required in order to operate in this role. However, it could 
be argued that adopting a political stance is most appropriate when working in an 
organisation such as the NHS if any realistic opportunity for influence and leadership is 
sought.
Service and Policy Development
Clinical psychologists have distinctive skills in research and audit and these can be used to 
inform service development. Involvement in service development initiatives is an important 
part of the role of clinical psychology in NHS teams and is supported by having an ability to 
critically appraise current service delivery. For example some authors have criticised the 
apparent overarching emphasis of evidence-based guidelines on health service development 
and argue that there is a distinct lack of research evidence on the systemic impact of 
implementing guideline recommendations (Parry, Cape & Pilling, 2003). Perhaps, then there 
is role here in the future for clinical psychologists taking the lead in researching the evidence 
for the clinical benefits of using guidelines promoting evidence based practice. Moreover, 
the DCP (2008) marketing strategy recommends that the scientist-practitioner model should 
be used to outline the value that the profession brings to NHS services. The ability of clinical 
psychologists to work within a scientist-practitioner philosophy is a skill that the profession 
has to offer the NHS and is an important aspect to highlight when justifying the added value 
of the profession.
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Kinderman, Sellwood and Tai (2008) propose that psychological models of mental health 
problems are important when considering NHS policy and service design. The ability of 
clinical psychologists to influence policy is crucial if psychosocial approaches are to be 
considered indispensable in the future. This is especially important in the current climate of 
efficiency savings and the proposed changes outlined in the Health and Social Care Bill. One 
of the most problematic aspects of the proposed changes is the emphasis on commissioning 
being shifted towards general practitioners and away from other areas of expertise, including 
clinical psychology. If this legislation does come into effect, there will be implications for 
the profession in the future in terms of both advocating on behalf of service users and 
demonstrating the distinctive contribution we are able to bring to NHS services. This may 
mean an added emphasis on “value for money” and cost-effectiveness of psychosocial 
interventions. Research and audit skills will be invaluable in demonstrating outcomes and 
thus securing funding for services for the future.
Formulation
Formulation is practiced across the applied psychologies and is one of the core competencies 
of the profession, as described by the BPS (2010), the DCP (20106) and the health 
professions council (HPC; 2009). With its roots in the scientist-practitioner model, 
formulation combines the science of psychology and knowledge of theory to create 
hypotheses around an individual’s difficulties, strengths and the factors influencing 
psychological wellbeing. Reflective practice, intuition and critical evaluation are integral to 
formulation and create a “balanced synthesis of the intuitive and rational cognitive systems”
(p.30. Kuyken, 2006, cited in DCP, 2011) that are relevant and meaningful to the individual.
A full discussion of the purpose and principles of formulation is outside of the scope of the 
current paper. However, some of the pertinent issues relating to the potential future utility of 
this skill shall now be considered, namely; cultural sensitivity, consultancy and supervision.
As discussed previously, individuals of minority ethnic backgrounds do not receive equitable 
access to psychological services. Despite, this, there is still relatively little research into 
culturally sensitive means of including and engaging with these populations. Within the 
therapeutic relationship, even when ethnicity is ostensibly shared between therapist and 
service user, a culturally sensitive approach to formulation encompassing values, spiritual 
and religious beliefs is promoted within the profession (DCP, 2011). This recommendation 
however does not negate the fact that psychological thinking aspires to Western, 
individualistic conceptualisations of psychological distress and wellbeing. In order to make a
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distinctive contribution in this area, clinical psychologists should be able to use formulation 
with individuals and teams with a high degree of cultural sensitivity.
Such sensitivity to cultural factors may make the input of clinical psychologists particularly 
valuable at a time when teams are struggling with funding cuts and individuals with 
increasingly diverse needs. However, much research remains to be done if formulation is to 
realise its potential as a powerful tool with which culturally aware practitioners can 
effectively provide a service to members of diverse ethnic groups. The traditional, ‘etic’ 
approach which seeks to find universalities in psychological experience across culture has 
been criticised as a form of cultural imperialism (Sue, Arrendondo & McDavis, 1992).
Alternative methods aligned with an ‘emic’ approach, where individuals are viewed in their 
social context, are evidently more appropriate for future research endeavours.
In the future, the sharing psychological thinking and formulation will be crucial if access to 
psychological perspectives are to be widened in order to address issues of supply and 
demand. One of the ways to promote psychological approaches is through a consultancy 
framework, and the competencies involved in this way of working can be seen throughout 
the career ladder (DCP, 2011, HPC, 2009). Through raising psychological awareness and 
enabling more effective team working, a consultancy model has the potential to allow 
clinical psychologists to use formulation to address the demand for psychological input from 
an indirect way of working (Llewelyn & Cuthbertson, 2009). Christofides, Johnstone and 
Musa (2011) suggest that formulation work with teams and wider systems should be 
approached thoughtfully and with respect for prevailing opinions. Consultancy work is often 
used to promote change and therefore may be particularly valuable in the current NHS 
context due to the continuous nature of change and the associated uncertainty and resistance 
this creates.
Another way in which clinical psychologists can share psychological knowledge and thus 
highlight their distinctive contribution to NHS teams is through utilising skills in supervising 
others. Clinical psychologists are well suited to supervisory roles as they are able to draw on 
psychological models of learning and development and also to monitor the quality of the 
supervisory relationship. In the current NHS context of promoting EBP and outcomes, 
psychologists may be required in the future to demonstrate the evidence base and the 
effectiveness of the supervision they provide. Beinart and Clohessy (2009) suggest that the 
quality of the supervisory relationship is key to good outcomes, however, research into this 
area is in not well established. This gap therefore provides a potential focus for further
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contribution of clinical psychologists in the future and provides a valuable method of 
asserting the expertise on offer in this area. Additionally, widening the use of clinical 
psychology supervision across members of various professional groups may help facilitate 
the more widespread use of psychological principles throughout the NHS.
So, then, formulation is a tool with which clinical psychologists can ensure that an individual 
or team’s strengths and difficulties are conceptualised in a meaningful and sensitive manner.
However, access to psychological formulation is not equitable across the NHS and it is 
certainly not as well established as psychiatric diagnosis. This may be because the research 
into the effectiveness of formulation as an intervention in itself is lacking, as is evidence into 
whether it facilitates recovery or fulfils purposes it is designed to meet (DCP,2011). One 
possible direction for future could be a greater emphasis on practice-based evidence in the 
use of evaluating the effectiveness of formulation, as recommended by Margison et al.
(2000). Creating the climate to legitimatise and achieve this within the structure of the NHS 
brings us back to the requirement for strong professional and strategic leadership. Another 
area of research into formulation (and health care in general) that is lacking is that of the 
service user perspective. This issue and the potential for clinical psychology to contribute 
meaningfully shall now be discussed within the framework of social inclusion.
Social Inclusion
In writing about the role of mental health professionals, Slade (2010) points out that 
“supporting people using mental health services in accessing normal citizenship entitlements 
is a central (i.e. not an optional extra) part of the job” (p. 9). This statement is consistent 
with the DoH (2008) statutory guidance for inclusive practice. Social inclusion means 
ensuring that all people are able to participate fully in community life and clinical 
psychologists can work to achieve this at both individual and systemic levels. Through 
working at the systemic level, the profession of clinical psychology would be well placed to 
influence service delivery, planning, research and training. Service user and carer 
involvement is one of the cornerstones of social inclusion initiatives and has been influenced 
by the Recovery movement. The potential role of clinical psychology to make a distinctive 
contribution in these areas shall now be discussed.
Service user and carer involvement in NHS services is required by law (Section 242 of the 
NHS Act, 2006). The DCP have published good practice guidelines for clinical psychology 
service user and carer involvement (Sheldon & Hardy, 2010) which highlight the need for an
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equitable, inclusive partnership. For this to occur, equal emphasis and value must be placed 
on the expertise of service users, carers and professionals. This will require an awareness of 
power differentials between these groups of people and an appreciation of the differing value 
bases that drive policy developments. Clinical psychologists are therefore equipped with the 
skills to make a distinctive contribution to this area. Mitchell and Purtell (2009) suggest that 
a tension exists between a consumerist emphasis on quality enhancement and marketing 
(embedded in the NHS) and the more radical Recovery movement driven by social activism 
and collectivism. Critical community psychology and positive psychology in particular have 
both been put forward as approaches that may be able to contribute to addressing the 
tensions surrounding service user and carer involvement.
Critical community psychology takes into account the complexity of the relational nature of 
people’s environment in shaping their functioning. The role of social factors such as support, 
social capital, power and hidden vested interests all inform how issues are understood 
(Smail, 2005, in Mitchell & Purtell, 2009). Bostock and Diamond (2005) suggest that 
essential values for community psychologists include inclusive working, decentralising 
professional power and taking a strengths-based approach. Positive psychology, on the other 
hand, takes a more individualistic stance and has a nomothetic empirical basis. This could be 
seen as contrary to the approach of the Recovery movement which promotes understanding 
of individual meaning and experience and as such leans toward an idiographic stance.
Clinical psychologists operate from a broad knowledge base and are able to utilise and 
integrate concepts from different schools of thought and are therefore well placed to provide 
critical appraisal within these complex arguments.
Slade (2010) suggests that the divergence between EBP (scientist-practitioner framework) 
and the Recovery agenda is restrictive for both groups. Slade recommends that the lack of 
clinically credible research in Recovery could be addressed though working collaboratively 
with proponents of positive psychology, in a way that both parties can benefit. This delicate 
task may be ideally suited to those with training in clinical psychology, given the skills mix 
and likelihood of holding managerial or leadership positions within NHS trusts. Sheldon and 
Harding (2010) suggest that clinical psychologists may also play a role in promoting the 
involvement of service users and carers from under-represented groups such as older adults, 
people with learning disabilities and people from minority ethnic backgrounds. Linking back 
to previous discussions, this would require knowledge of and the ability to engage with 
groups of people who are typically excluded from services. It could be that clinical 
psychology, over and above other applied psychologies, is best suited to this role owing to
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the breadth and diversity offered by the training program structure. Any moves to capitalise 
upon these skills would surely serve to enhance the value of the unique position of clinical 
psychology within the NHS in the future.
Conclusions
The profession of clinical psychology expanded following the MPAG and MAS reviews in 
the late 1980’s. These reviews specified an indirect role of clinical psychology in promoting 
psychological thinking throughout general healthcare. In this paper, I have used this guiding 
principle as the foundation of my argument: that clinical psychology does have many 
distinctive and valuable skills to offer, but that these must be broadened to reach outside of 
the consulting room. This strategy would help to address several of the issues facing NHS 
service provision at present such as demand and supply and increasing diversity in the 
population. These issues are likely to continue to present challenges for clinical psychology 
in the future and therefore affect how we go about ensuring a distinctive contribution and the 
profession’s value within the NHS is upheld.
In particular, skills in leadership could be applied to making service design and delivery 
client-centred and based on psychological conceptualisations of distress. New roles may 
provide a means for clinical psychology as a profession to assert authority in an historically 
medically-dominated area. Formulation skills and psychological theory can be shared with 
others through working within a consultancy framework and offering supervision to other 
professional groups. Skills in adapting our approach to ensure culturally sensitive practice 
will help to cement our ability to engage marginalised communities. Our training within the 
scientist-practitioner framework and ability to engage with and advocate for others could be 
used to facilitate social inclusion initiatives. Finally, research and audit skills can be used to 
demonstrate outcomes and therefore add value to the teams in which we work.
In order to ensure that clinical psychology is able to continue to make a distinctive 
contribution to the NHS in the future, more leadership in terms of NHS policy and service 
structure is required. However, this is due to become significantly more difficult if proposed 
reforms to healthcare provision come to fruition. Working with the proposed changes to 
commissioning of services will require a degree of political acumen alongside and skills in 
facilitating values-based practice and ethics. Our ability to draw upon a broad range of 
psychological theory in order to understand organisational change will place the profession 
in a unique position of supporting NHS teams to adjust. I believe the opportunities for
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clinical psychology as a profession to continue to make a distinctive contribution to the NHS 
are many. However, in order to succeed in these endeavours, the ability to reflect upon our 
own personal relationship to change and adapt accordingly will be of utmost value.
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Introduction
Problem Based Learning (PBL) is an approach in which students work collaboratively to 
solve problems and reflect on their experiences. The approach is student-centred and 
encourages group members to organise and direct the learning experience with the 
facilitation of a tutor. Perhaps the most valuable aspect of PBL is the opportunity to reflect 
on the process of learning and problem solving and to relate the experience to the real-world 
professional context. The present paper is an account of my own experience of carrying out a 
PBL exercise and includes reflections on group process issues and their relationship to 
personal and professional development.
Description o f the problem
The problem was loosely defined as “relationship to change”. We were informed by tutors 
that we had five two-hour group meetings with which to prepare to make a presentation of 
this problem. The presentation was to be attended by peers and tutors of the PsychD Clinical 
Psychology training course.
Group Process
Cohesion
The group was formed by random allocation and consisted of seven first year trainee clinical 
psychologists, six females and one male. Because we had all recently started the training 
course, there were no well-developed fiiendships or alliances within the group. The first 
session was used to introduce ourselves and to familiarise the group with our professional 
backgrounds. On reflection, this may have been an attempt to reduce subjective uncertainty 
and promote social identity through self-categorisation. Hogg (2000) describes this process 
as a means to defining prototypes in order to understand how others might behave and how 
one should interact with other group members. I experienced the group as cohesive from an 
early stage and was quite surprised at how well we communicated and operated as a group. I 
get the sense that this cohesion was facilitated by the group members having equal power 
and a shared goal i.e. we were all trainees aiming to get through the PBL exercise as 
efficiently as possible. I have since reflected on building relationships with clients and have 
learned to appreciate how in the early stages the lack of a shared goal and the power 
imbalance can modulate the development of a therapeutic relationship.
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Leadership
In the early stages of the initial PBL meeting, I volunteered to be the chair for the entirety of 
the exercise. Although this created some anxiety within me, I felt that I wanted the challenge 
of overseeing the direction of the project. As the group embarked on discussing the personal 
relevance of “relationship to change”, I felt that, as the chair of the group, I was well placed 
to set the tone and pacing of the discussions. Larson, Foster-Fisherman and Keys (2004) 
suggest that groups tend to discuss information that is shared and that unique information 
available to only one group member rarely gets discussed. I now wonder whether certain 
viewpoints were lost as a result of having a single chair for the PBL meetings. I have 
reflected on this in subsequent clinical meetings on placement, for example, medical staff 
routinely lead client review meetings and perhaps this means that other valuable perspectives 
are marginalised.
Approach to task
The group took an organised and pragmatic approach and we were task-focussed from the 
outset. Specific responsibilities were allocated early-on and we were mindful to share the 
workload equitably. As a result we were ready for the presentation in good time and had 
sufficient opportunity to rehearse the performance. I felt at times we were neglecting the 
reflection aspect of the exercise and so I introduced the idea of leaving ten minutes of 
protected time at the end of each meeting to discuss our reflections. This enabled me to get a 
sense of whether other group members were feeling similarly or differently to me and to 
explore the best ways to resolve any concerns. At the fourth meeting the tutor encouraged 
the male member of the group to reflect on his experience of being in an all-female group.
He said he found the group dynamic helpful as there was not the element of competition that 
can be implicit with male-dominated groups. I have thought about this in the context of 
joining a female-majority profession and am mindful when seeing male clients that the 
gender difference is addressed in order to promote collaboration and openness during 
therapy.
Deciding on the model o f change
As part of the research phase of the exercise, each group member explored a different model 
of change and then brought their findings to the group. We had three models that related to
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personal change and four that related to organisational change. As a group we discussed each 
model and assessed to what degree we felt they reflected our personal experiences of change 
as well as their parsimonious and explanatory value. There was no immediate consensus as 
to which model would be most appropriate and there were some conflicting views 
surrounding the utility of an organisational model for explaining personal change and vice 
versa. Tindale and Kameda (2000) suggest that when making decisions that are more 
judgemental (as opposed to intellectual) in nature, shared identity is an important factor. This 
if for two reasons: Firstly, the group members’ preferences are likely to be consistent with 
the normative perspective, thus creating a majority view. Secondly, groups will often 
polarize towards the dominant, prototypical position of the group. Hence the group may have 
made the decision to go with the chosen model because being “correct” meant being “more 
like the group”. This is particularly salient because the model chosen was the one that I had 
researched and as chair, I perhaps represented the group prototype.
Looking back on my experience of clinical supervision on placement, I can see how I have 
sometimes accepted a revised formulation or treatment plan without really examining the 
justification behind it. This has led to confusion when sharing the ideas with the client as I 
have not fully been aware of the rationale. I have learnt that collaboration and shared 
understanding is vitally important in both supervisor-supervisee and supervisee-client 
relationships so that decisions are made transparently and with mutual consent.
Presentation & feedback
We spent time as a group considering the best way to present our findings from the PBL 
exercise. I felt that role-play may be an effective way of demonstrating our personal 
relationships to change. After discussion I was aware that role-play can be very anxiety- 
producing for some people and it highlighted to me the differences in the way people choose 
to learn and express themselves. Despite this, I believed that avoidance of it would lead to a 
less dynamic presentation and the group reached a consensus that it was a good idea to 
incorporate it if two people felt comfortable enough with it. I feel that in clinical work, I 
often ask people to engage in behavioural experiments that may be anxiety-provoking at the 
time but are ultimately helpful for the longer term goal of overcoming a problem.
Feedback on the presentation was received from the tutor in a subsequent group meeting and 
was overall very positive. Because the group had shared the task and everybody had 
contributed, I felt happy with the feedback. We had a discussion and found that whilst as a
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group we had capitalised on people’s strengths and skills, this had led some members to feel 
they were not “pulling their weight”. We decided that for future PEL exercises, it might be 
more helpful to rotate the position of chair so that everybody could get a sense of steering the 
direction of the task. This has led me to reflect on the therapeutic process with clients and to 
think about empowering clients to share their experiences from the position of an “expert by 
experience”. I recently attended a training course as part of my placement and found that 
having service users and carers as facilitators greatly enriched the depth of learning by 
providing the opportunity to explore diverse perspectives.
Reflections on the Relationship to Change
The model chosen by the group was by Anderson and Ackerman-Anderson (2001) and 
represents a process of transformational change, see Figure 1.
Figure 1. Model of transformational change (Anderson & Ackerman-Anderson,2001), 
adapted from lies and Sutherland (2001)
plateau re-emergence
birth
The model is designed to explain organisational change and maps the progression from new 
ideas (birth) through to growth and towards a plateau phase where the organisation is 
successfully meeting the needs of the environment. When difficulties arise, if the 
organisation fails to adapt, then “chaos” develops, leading to the “death” of old ideas and 
ways of working until the organisation shifts values, ideas and behaviour to re-emerge in a 
new direction. Research by Bovey and Hede (2001) looked at adaptive and maladaptive 
defense mechanisms (identified in DSM-IV, 1994), and how these were related to resistance 
to change in organisations. They suggest that humour can be used to emphasise amusing and
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ironie aspects of the situation and anticipation can be used to plan ahead and think about 
alternative responses should the need arise. The NHS is a constantly changing organisation 
and my experience on placement has highlighted the difficulties and stress associated with 
change which can adversely affect teams. I believe that as a trainee clinical psychologist I 
will develop the theoretical knowledge and practical skills to support the teams I work with 
throughout my career to adjust to change.
I found it most helpful to view the Anderson and Ackerman-Anderson (2001) model as a 
cyclical process of change and that way I can best relate it to my personal experience of 
change. For example, when I got onto the training course, I had ideas and beliefs about my 
competence which grew and developed as I learned from the teaching aspect of the course.
When I started on placement I felt deskilled and began to question my ability to cope with 
the challenging and uncertain environment. Although I was feeling de-skilled, I had to learn 
to adapt to the situation and used supervision and peer support to begin the re-emerge as a 
novice clinical psychologist, still with a lot to learn. I feel this model has helped me to 
conceptualise my journey of change and to normalise the “death” stage in the realisation that 
the ability to improve and modify my skills will result in me being a flexible and competent 
practitioner.
When I think about relating to the reasons why clients may come into therapy, I have found 
it helpful to reflect on this model of change and try to map where they may be upon it in 
terms of the difficulties they have sought help for. It also helps me to engender hope that 
with support and help, people can find new ways to accept, change or otherwise have a better 
quality of life despite the difficulties they may face. I have also found that the Prochaska and 
DiClemente (1986) stage model of change useful when assessing a client’s readiness for 
change. I have used this model to enhance collaboration in the early stages of therapy and 
found it useful for supporting clients in exploring ambivalence and enhancing motivation.
Summary
The group appeared to adopt a shared purpose at an early stage. It seemed that everyone, 
whilst having differing opinions on the subject matter, was working towards a similar goal, 
i.e. broadening their understanding and contributing their new learning to the group. I have 
learned that when working in the NHS, there is not necessarily a shared goal as members of 
the multidisciplinary team may prioritise different outcomes. For example, symptom 
reduction via medication versus enhancement of wellbeing though psychosocial
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interventions. As services are asked to make savings and streamline the workforce, my 
ability to operate creatively and flexibly within a team will be crucial to ensuring clients 
receive the best possible care.
The group meetings felt like a safe place in which to vocalise any concerns or anxieties 
whilst staying on-task, it felt functional yet supportive. I am aware that this sense of safety 
may not always be present when working in the NHS which is an open system liable to 
radical change and restructuring. Thinking about the organisational processes and the way in 
which change occurs in the NHS, I have learned that an ability to embrace continuous, 
emergent change is vital if I am to work productively in this setting. Engaging in the PEL 
exercise has illuminated the need to be able to shift assumptions and be motivated to adapt 
and improve the approach to a problem or system.
Through carrying out the PEL exercise, I feel that I have been able to explore my own 
learning style and have had the opportunity to relate to the learning styles of others. I feel 
that the imeertainty at the beginning of the task highlighted my own relationship to change in 
that I sought to fill a defined role in order to reduce anxiety. In future exercises, I sense it 
would be helpful to spend more time exploring the problem and to be mindful not to become 
overly task-focussed too soon. To be able to achieve this, I will have to develop my capacity 
to tolerate uncertainty and to take a step back from the group dynamics. This approach 
would also be helpful in my clinical practice as the ability to maintain a curious stance 
despite pressures of time and the desire to reduce distress is important in my development as 
an applied psychologist.
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Introduction
Problem Based Learning (PEL) is a student-centred approach and encourages group 
members to organise and direct the learning experience. Perhaps the most valuable aspect of 
PEL is the opportunity to reflect on the process of learning and problem solving and to relate 
the experience to the real-world professional context. The present paper is an account of my 
own experience of carrying out a PEL exercise and includes reflections on group process 
issues and their relationship to personal and professional development.
The problem presented was a scenario based aroimd a family who were undergoing formal 
care proceedings. The situation was complex and involved issues around parents with 
learning disabilities, domestic violence, risk and professional roles. A full description of the 
problem is outside the scope of the present paper, see Appendix for more detail. The group 
met for five one-hour meetings which were used to explore the problem and prepare a 
presentation. The presentation was to be attended by peers and tutors of the PsychD Clinical 
Psychology training course.
Group Process
Cohesion
The group consisted of seven second year trainee clinical psychologists; six females and one 
male. We had worked together as a group for around 18 months and met regularly for 
personal and professional learning discussions throughout the training course. Thus, there 
were well-developed friendships and alliances within the group and outside of it. During a 
previous PEL task early on in the first year of training, I had experienced the group as 
cohesive from an early stage. I get the sense that this cohesion was facilitated by the group 
members having equal power and a shared goal i.e. we were all trainees aiming to get 
through the PEL exercise as efficiently as possible. My experience of cohesion during the 
recent PEL task was much different and I have found Tuckman’s (1965) model of group 
development a useful framework to imderstand this change. I feel that the group had entered 
into and remained in the “storming” stage of development for the task, whereas previously 
we had been in the “forming” stage.
The aforementioned “storming” stage for the group involved more open criticism of other 
people’s ideas and a sense that each member’s difference and independence from the group
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was being emphasised. Comments such as “Can we just focus and get this done” and “There 
is no time to discuss this, there are more important things I need to do” meant that whilst the 
group was very efficient, for me it felt stressful and lacked the capacity to provide a 
reflective space. There was the sense that the task needed doing and as long as that was 
achieved then nothing else mattered. I am aware from discussions outside of the group that 
other members felt similarly to me, however, none of us felt able to confront the group 
dynamic and seek resolution. I wonder now whether the stressful tone of the group was 
indicative of the context in which we were working; at a time when other pressures were 
present in terms of assignment deadlines and the beginning of new placements. I have since 
experienced a similar situation whilst on work placement in the NHS and have begun to 
learn to negotiate the best ways to support other team members during times of stress and 
pressure.
Leadership
In the early stages of the initial PEL meeting, the group decided not to elect a chair per se, 
and therefore there was no formal arrangement for group leadership. There was no tutor or 
facilitator from the course team which reduced power imbalance within the group. Having 
taken the lead on the previous PEL task, I was reticent to assume the role again for fear of 
appearing overpowering. On reflection, it appeared that we were functioning as individuals 
rather than as a group and perhaps the idea of leading six separate people, each with different 
agendas, felt more daunting that leading a group with a common purpose.
Worehel, Wood & Simpson (1992) refer to this stage in group development and 
‘individuation’. Key features of this stage are the development of sub-groups and the 
diffusion of leadership. There was a definite formation of sub-groups and this was mirrored 
in the group’s decision to adopt the framework of a “court room drama” to present the PEL 
task. Interestingly, female members of the group split depending on their fiiendship alliances 
into “prosecution” and “defence” teams, leaving the male member to take the role of 
“Judge”. It is only upon writing this account that I have noticed this striking arrangement and 
I wonder whether the sole male member felt comfortable in his anointed position of 
authority. This has also led me to consider alliances within teams in the work environment 
and how these can perhaps create an obstacle to effective team leadership and functioning.
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Deciding on the focus
Tindale and Kameda (2000) suggest that shared identity is an important factor in group 
decision making. This is for two reasons: Firstly, the ^oup members’ preferences are likely 
to be consistent with the normative perspective, thus creating a majority view. Secondly, 
groups will often polarize towards the dominant, prototypical position of the group. Given 
that that group felt fairly disjointed and lacked some cohesion and leadership, one might 
assume that we struggled to agree on decisions about the focus for the task. In fact, the 
opposite was true. Such was the sense of urgency in “getting things done” that decisions 
were made and agreed upon quickly and without much deliberation or discussion. It 
appeared from the problem scenario that there were infinite possibilities warranting 
exploration and the group settled on two areas that met each of our learning needs in some 
way: domestic violence and parent-child attachment in the context of care proceedings.
After the decision was made, each group member went away to research their specific area 
and to formulate an argument for presentation. Perhaps this enhanced the sense of 
individuation and reinforced the emerging sub-group structure. Subsequent whole-group 
meetings were ftinetional, brusque and task-oriented. I have since reflected on the 
advantages and disadvantages of this approach in the context of the supervisory relationship.
I have discovered that whilst it can be very useful to adhere to a clearly defined agenda and 
prioritise tangible goals, there is also a great richness of thinking that can be lost as a result. I 
have also wondered whether an individual or group’s level of stress and arousal can have an 
impact on the style of decision making that emerges. For example, research suggests that 
anxiety states may create a bias towards low-risk, low-reward options (Raghunathan &
Pham, 1999). This is congruent with my own feelings about the task: that we got the job 
done, but there was very little opportunity for risk-taking or enjoyment along the way.
Presentation & feedback
As mentioned previously, the group opted to go for a “court room drama” style presentation; 
this reflected the opposing views and strength of feeling that the problem scenario evoked 
during our discussions. I and another group member put forward the idea that we should not 
rely on formal projected presentation slides; rather use the medium of the court room to 
present our arguments. Some members of the group said that they would prefer to have 
slides in order to show the academic side of the work we had done. We revisited this topic 
over several meetings and the group eventually agreed to forego the slides. I was pleased that
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I was able to encourage the majority of the group to take the risk of doing something 
different and have since had the opportunity to draw comparisons between the nature of this 
situation and the therapeutic relationship. For example, I was working with a client who 
appeared ambivalent about taking a risk with an exposure experiment and I was able to use 
motivational enhancement techniques to bring about the impetus to complete the exercise.
Course tutors provided written feedback on the presentation and the group met up to discuss 
our reactions to this. Overall, the feedback was very positive and members of the group 
expressed their pleasure in the outcome. I, too, felt pleased that the group had done well but 
for me this was tinged with the sense of disappointment that the process leading up to the 
presentation had felt stressful and unrewarding. I tentatively expressed this to the group and 
the general consensus was that “we did well considering we did not put much work in”. This 
still creates within me a sense of dissatisfaction and I wonder whether I differ from other 
group members in my tendency to prioritise the process related to the task rather than the 
outcome. I have also considered whether the outcome-focussed nature of the group’s 
approach to the task was perhaps an artefact of the pressurised environment of the course at 
the time. I hope that pondering these questions and remaining curious about the group 
process issues will facilitate a greater understanding of similar issues to be faced in the work, 
setting.
Reflections on the problem scenario
In the early stages of tackling the problem scenario, many group members expressed how 
complex the situation was and how “lost” it caused us to feel. There were so many 
unanswered questions and there seemed to be a wealth of topics that we could pick up on.
There was uncertainty around the roles of each of the professionals involved with the 
scenario and gaps in the group’s knowledge with regard to the legal system surrounding 
child protection proceedings. As I embarked on attempting to fill some of those knowledge 
gaps, it was shocking to discover how difficult it was to access reliable, honest and unbiased 
information. I have since bore this discovery in mind when working with the service users 
within the organisational systems of the NHS. Whilst I am not in a position to provide 
definite answers, I can now certainly empathise with people who become distressed, 
frustrated and disempowered in their attempts to navigate the complex systems.
The problem scenario has also expanded my thinking in terms of professional scripts, which 
are often implicit and available only to those fi*om within the profession. How, as a service
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user or carer do you know which professional will be best placed to support you with your 
various needs? Who will advocate for you and who will seemingly work with a different 
agenda in mind? These are all issues that resonate with me with my current work with older 
people with dementia. It is also striking how the voice of the person or family becomes lost 
in the context of complex ethical dilemmas that arise within staff teams. I recently worked 
with a client whose own wishes had been disregarded time and again despite him having 
capacity to make decisions. It appeared that his needs had been lost amongst the strategic 
manoeuvring that had been occurring between the NHS team and social services.
Through conducting research for my own section of the PEL task, I learned that the effects 
of domestic violence on attachment begin in pregnancy. These are likely to continue post­
partum and can result in children forming an insecure or disorganised attachment to their 
mother (Levendosky, Huth-Bocks & Bogat, 2011). I learned that thinking about domestic 
violence from the viewpoint of the child is vital if the potential impact is to be considered 
holistically. Leiberman, Zeanah & McIntosh (2011) explain that “when a child witnesses 
domestic violence, the protective shield that the parent represents for the child is severely 
damaged, if not shattered, so that the child loses trust in the parent’s capacity to protect” (p. 
529). This can have direct effects on the child’s ability to trust and form a secure attachment 
to either parent. I have learned that it is also important to consider the whether domestic 
violence may have indirect effects, such as through maladaptive parenting practices arising 
associated with maternal depression (Dehon & Weems, 2010).
The research undertaken as part of the PEL task has helped me to think about the importance 
of assessing for the presence exposure to violence (both threatened and actual) in work with 
both adults and children. It has also encouraged me to consider a broader range of contexts 
when evaluating the potential direct and indirect effects of violence on family systems. 
Finally, I feel I have experienced an insight into the complexity of working within the family 
court system and have a new sense of respect and awe for those who devote their skills and 
time to this area of work.
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Summary
Looking back on the PEL task, I can begin to appreciate that my own learning has developed 
in several domains. At a group process level, there are issues that arose which with the 
benefit of hindsight I may have dealt with differently. This knowledge can be put to use in 
further group tasks and also in the NHS work setting in order to enhance both my own 
learning and that of others. I feel that the PEL group tasks offer an opportunity to experiment 
with different ways of relating to others but in order to achieve this, an ability to reflect in 
the moment is required. I may therefore try to encourage more reflection whilst “on task” in 
an effort to facilitate this process. At the clinical and professional level, I feel that the task 
offered an opportunity to devote time to thinking about a problem scenario from a broader 
perspective. I believe that that this approach would have many benefits for my future 
practice and I have greatly valued the opportunity to develop skills outside of an intra­
psychic modality.
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Appendix 
The Problem Scenario
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Problem Based Learning Exercise
Child Protection, Domestic Violence, Parenting, and Learning Disabilities and Kinship 
Care
The Family
The Stride Family
Live locally __
Supportive / a8
Wantlp 1
care for the 
twins_____
40 42
Raised in the 
care system 
Mrs 8
Mr 3
Twins Adopted
Sally Sarah
The Professional network
No coniaci wiin mother and father
= Domestic Violence
Expert 
Witness 
Foster \  ^Psychologist
^ ^ S oÏicÎto^ ^
( CAMHS \  
\ Team I
SS
Family
Centre
LD
Psychologist
M rs
Solicitor
Sarah W omens 
Aid Shelter
P^a^iâthd^
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The Problem
The twins, Sally and Sarah Stride, were placed in short term foster care, following a 
recommendation of a full child protection case conference, and enacted at an initial Court 
hearing, that the children continued to be at risk in the care of their parents. The children 
were on the child protection register, under the categories of emotional abuse and neglect. 
The children’s Guardian has approached you, and asked you to help the Court by conducting 
a full risk assessment, and if appropriate, to help the Court develop a rehabilitation plan for 
the children. This is a joint instruction by all parties to the proceedings. However the Local 
Authority wishes to place the children for adoption, before it is too late, in the belief that Mr 
and Mrs Stride will never be able to care adequately for their children. Mr and Mrs Stride are 
passionate in their commitment to have the children returned to their care. Mr Strides’ 
parents want to be assessed as possible carers for their grandchildren.
Whose problem is it? Why?
Some Background Information.
Mr and Mrs Stride are white English. They live on State benefits. Mrs Stride is described as 
a woman with learning disabilities, in the mild range. Mr Stride attended a school for 
children with special educational needs. Mr and Mrs Stride do not read and write English. It 
should be noted that many long reports have been written about them, their children, their 
care of their children and so on. Their solicitors read the reports out loud to them, usually 
once, and sometimes on the morning of a Court hearing.
Mrs Stride has two older children living with separate adoptive families. She is not able to 
have contact with them, as it was a closed adoption. This is because her first husband was 
extremely violent to her, and threatened violence to the previous social workers. Social 
Services staff feared for the safety of the adopters if their whereabouts were known. Mrs 
Stride promised herself it would be different with this marriage and for these children.
Mr Stride has physically assaulted Mrs Stride, during disagreements. She minimises his 
behaviour, saying it is nothing compared to what her previous husband used to do to her. The 
two children have witnessed these arguments and assaults.
Mr Stride’s parents are supportive. They buy clothes and toys for the children, and 
occasionally buy food shopping for the family. Apparently, they are unable to look after the 
children, because Mr Stride’s mother suffers from a painful rheumatic condition, but it seems 
they have not been assessed for kinship care. Mrs Stride was raised in the Looked After 
Children system, and has no contact with her family of origin.
Mr and Mrs Stride live in conditions of deep poverty. They do not have many household 
appliances that work, and it seems that Mrs Stride struggles to understand the workings of 
the second-hand appliances donated to them by family. It would seem that Mr Stride 
understands their workings, but is not prepared to use them. Social Services staff are most 
concerned about physical neglect of the children’s needs. Family Centre staff say they have 
tried to engage both |Mr and Mrs Stride in parenting classes, but the couple do not attend on 
a regular basis. The Family Centre appointed a family worker to visit the home, and show 
Mrs Stride ‘how to keep house’. The family support worker has not been trained to work 
with parents with learning disabilities. The Social Worker says the Department has offered 
the family everything, and it makes no difference to the care of the children.
Volume 1 : Submitted for the Degree of Doctor of Psychology (Clinical Psychology) Laura Marshall
65
Mr and Mrs Stride are desperate about the loss of their children. They want them to come 
home. They fiercely resent the foster carers, and the supervisor of their contact with the 
children. The children’s Guardian believes the parents can learn to be ‘good enough’ to 
satisfy Social Services’ requirements. Mrs Stride was referred to the local AMH service for 
help with feelings of despair and depression. She is taking anti-depressant medication, and is 
seeing a CPN for counselling.
Prompt Questions
You might like to pay attention to some of the following issues:
Something about paying attention to the professional network (liaison, 
communication, respective roles)
Something about safety, risk assessment and risk management
Something about parenting and LD
Something about child witnesses to domestic violence
Something about the effects of poverty, social exclusion and class discrimination 
Something about literacy and verbal comprehension (effects of anxiety and stress on 
memory and comprehension, and willingness/ability to express concerns, and say, ‘I 
don’t understand these reports’)
Something about resilience, adversity, relational resources, depression and coping 
Something about the role of grandparents in the care of children 
Something about children of parents with learning disabilities 
Something about gender issues and scripts (culture and ethnicity)
Something about psychologists, child protection and the legal system 
How would you address things differently if this family were black, or if the parents 
were both of the same sex, or if the family came from a middle class background or if 
they were of average intelligence?
Something about professional ‘scripts’
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PPLDG PROCESS ACCOUNT SUMMARY
Personal and professional learning group (PPLDG) sessions are used to discuss issues arising 
throughout the course of training and to complete tasks relevant to personal and professional 
learning. Some of the tasks are mandatory and set by the Psych D course curriculum and 
problem-based learning (PEL) tasks fall into this category. Other tasks are suggested as 
useful foci and tutors encourage the group to make use of these, for example, genogram 
exercises and case presentations. The group met regularly throughout the year, and in the 
final meeting of the year, the group decided to use the session for feedback, where we spoke 
about each other’s contributions to the group.
In this account, I begin by discussing some of the salient group process issues that arose and 
reflect how these have enhanced my personal and professional development. I focus on 
group cohesion, leadership, approach to tasks and group affect, highlighting how experiences 
in the group have enhanced my understanding of clinical and organisational issues in the 
NHS. The final group meeting of the year is then explored, using personal feedback from 
group members to reflect on what has been learned and how this will enhance my 
development and influence my practice as an applied psychologist.
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PPLDG PROCESS ACCOUNT SUMMARY
The present account reflects on some of the salient issues that arose during personal and 
professional learning discussion group (PPLDG) sessions in the second year of PsychD 
training. PPLDG sessions occur regularly throughout the academic year and are used to 
complete course curriculum-based exercises and as a space to discuss dilemmas that arise 
during training. Some of the work covered by the group is summarised and discussed in 
relation to content and process issues and how these relate to clinical practice in the NHS. 
Some of the factors affecting the group dynamics are explored with the benefit of hindsight 
and theory is drawn upon in order to make sense of these.
Main themes to emerge from group discussions are highlighted and these are related to 
personal viewpoints and professional experiences during training. Various contributions of 
group members are presented and discussed in relation to how the focus of learning evolved 
over the sessions. The account moves on to consider the development of the group in 
comparison to the previous year of training. The role of the group facilitator is explored with 
regard to their impact the group process. Conclusions are made with some proposals for the 
group’s trajectory and the learning outcomes to be prioritised for the forthcoming and final 
year of training.
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CLINICAL DOSSIER
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OVERVIEW OF CLINICAL PLACEMENTS
Year One
Adult Mental Health
This placement was in a secondary care community mental health team (CMHT) setting, I 
worked with clients with a wide range of presenting difficulties and primary diagnoses 
including; sleep disorder, personality disorder, depression, generalised anxiety disorder, 
post-traumatic stress disorder, panic disorder, obsessive-compulsive disorder, schizophrenia 
and bipolar disorder. I saw all of the clients in a community setting, usually on a weekly 
basis. The main therapeutic model was cognitive behavioural therapy (CBT) and I saw 
clients for between 6 and 20 sessions. Most of the work was conducted on an individual 
basis, apart from when I was working with my supervisor delivering family work for 
psychosis. I gained experience of working therapeutically through an interpreter and of 
liaising with child and adult safeguarding teams. Outside of direct clinical work, I gained 
experience of delivering a teaching session to a group of carers for people with mental health 
problems.
Year Two
Older AduWs Mental Health
My placement with older adults lasted for six months and I was placed in an older adult’s 
CMHT. I worked with clients with mental health diagnoses such as panic disorder, 
depression and depression with psychotic features. Some clients also had a diagnosis of 
dementia and so I gained experience of adapting therapy to meet their needs. The main 
therapeutic model was CBT, but I also gained experience of systemic models and narrative 
models. I carried out neuropsychological assessments which gave me experience of 
differentiating between functional difficulties such as depression and dementia. During this 
placement I set up and co-facilitated a cognitive stimulation therapy group for older people 
and their carers. I delivered a series of training sessions to multidisciplinary team members 
on the administration and scoring of a brief cognitive assessment tool.
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Child and Adolescent Mental Health
This was another six month placement, based in a tertiary child and adolescent mental health 
service. I worked with clients from the ages of six to seventeen, across a range of presenting 
difficulties including: agoraphobia, phobias, depression, PTSD and coping with divorce. I 
conducted assessments for ADHD and autistic spectrum disorders. The main therapeutic 
model was CBT but I also gained experience of systemic family therapy, attachment theory 
and narrative approaches. I worked both individually with clients and their families and 
jointly with other professionals. I gained experience of conducting direct observations of 
behaviour and other assessments in the school setting. I carried out neuropsychological 
assessments in order to elucidate strengths and learning difficulties. I gained experience of 
taking a detailed developmental history and using this in psychological formulations. I 
delivered a presentation on child mental health to parents of children with conduct disorder.
Year Three
People with Learning Disabilities
This was a six month placement based in a joint health and social care community learning 
disability team. I worked directly with clients with mood difficulties such as anxiety and 
depression and indirectly with staff teams who reported coneems with a client’s behaviour.
The main therapeutic models were positive behavioural support and CBT. I carried out 
functional analyses of challenging behaviour and assessments for autistic spectrum disorder.
I learned how to incorporate different theoretical perspectives into an holistic psychological 
formulation. I gained experience of setting up intervention plans in collaboration with paid 
carers and monitoring the outcome of these. I worked jointly with social care colleagues and 
contributed to assessments of need and ‘best interests’ decisions. I gained experience of 
carrying out dementia assessments for people with learning disabilities and down’s 
syndrome. The work was based in community settings, in day centres and in client’s homes.
I gained experience of carrying out assessments and direct observations across these settings.
Neuropsychology and Neuro-rehabilitation
This was my final and specialist placement, of six months duration. It was based in a 
community neuro-rehab team for people with acquired brain injury and a range of 
neurological conditions. I worked with people with epilepsy, stroke, multiple sclerosis and
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head injury. The therapeutic work involved emotional support and therapy for mood 
alongside adjustment issues and psycho-education. The main therapeutic model was CBT 
but required integrating other models such as identity, loss and adjustment models. I worked 
both individually with clients and their families and also jointly with other members of the 
multidisciplinary team. I gained experience of co-facilitating brain injury psycho-education 
groups to clients and members of the public. I carried out detailed neuropsychological 
assessments in order to differentiate between funetional difficulties and neurological deficits. 
I used information about client’s strengths and weaknesses to inform multidisciplinary rehab 
plans. Outside of direct clinical work, I carried out a clinical audit and delivered teaching to 
first year trainee psychologists. I also presented to a group of psychologists as part of a 
programme of continued professional development. I gained experience of supervising an 
assistant psychologist in the interpretation of cognitive assessments.
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SERVICE RELATED RESEARCH PROJECT
MALE PSYCHOLOGY UNDERGRADUATE VIEWS OF 
CLINICAL PSYCHOLOGY AS A CAREER
YEARl
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Abstract
Objective. To explore the factors that attract and deter male psychology undergraduates to or 
from a career in clinical psychology
Design. A Q-methodology was utilized, allowing for exploration of data within and between 
factors. The Q-set concourse items were derived from a previous study which focussed on 
the views of current male trainee clinical psychologists.
Participants. Eleven male psychology undergraduates currently studying at the University of 
Surrey.
Results. Factor analysis produced three factors suitable for further interpretation. The three 
factors collectively explained 65% of the variance. Gender-specific items in the Q-set 
concourse were met with relative neutrality, with more general items conferring a greater 
degree of salience for the participants.
Conclusions. To some extent, male psychology undergraduate’s views map onto the those of 
current male trainee clinical psychologists. The viewpoints expressed tended to revolve 
around balancing the perceived benefits of the career versus the perceived limitations, many 
of which were not gender-specific. Further research is required if the gender imbalance in 
clinical psychology is to be addressed, perhaps going further back into the academic 
trajectories of younger males. The low proportion of males at undergraduate level may mean 
that any strategies brought in at this time are ineffectual. The limitations of the present study 
and their effects on interpreting the results are discussed.
Acknowledgements
Michelle Sallis, psychology undergraduate at the University of Surrey, assisted Dr. Laura 
Simonds in the design of the study. Michelle Sallis recruited participants and collected the Q 
sort data. Dr. Laura Simonds supervised the project throughout.
Feedback of Results
The results will be fed back to the University of Surrey PsychD selection committee on 13* 
September 2011.
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Introduction
In 2004, the BPS published a report on widening access within undergraduate psychology 
and the implications for professional psychology. Three main elements were investigated: 
gender, disability and ethnic diversity. With respect to gender, the report authors observed 
that around 80% of psychology undergraduates are women and that the number of male 
applicants to clinical psychology training courses is “insufficient to meet future or existing 
workforce demands for diversity within the NHS” ( p.5).
Data from the Clearing House for Postgraduate Courses in Clinical Psychology show that 
males are less likely to apply than females, which is not surprising given the over­
representation of females at undergraduate level. Data from the past four years are 
summarised in Table 1 and show that importantly, males are also either less likely to accept 
a place on training or are less successful through the selection process than females.
Table 1. Percentage of male and female applicants and acceptances for clinical 
psychology training from 2006-2010.
2006 2007 2008 2009 2010
App Acc App Acc App Acc App Acc App Acc
Female 85 86 84 87 82 86 84 85 84 86
Male 15 14 16 13 18 14 16 15 16 14
Note. App: applicants; Acc: acceptances
Caswell and Baker (2008) explored male trainees’ views on clinical psychology utilizing Q- 
methodology. The Q-set was derived from analysis of free discussion between male trainees 
at one clinical psychology training course (Caswell & Baker 2007). Core themes to emerge 
were salary and job security, pros and cons of working in a female-dominated profession, 
social influences, fulfilment of personal/professional values and the challenges of entering 
the profession. Eighty-eight male UK trainees completed the Q-sort. The authors identified 
four factors from the analysis arranging them into two contrasting pairs: ‘the good life’ 
versus the attraction of harsh challenge and ‘traditional male’ versus ‘gender egalitarian’
(pT%.
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These results give a useful insight into the views of male trainees currently on training 
courses. However, the views of males yet to choose a career (i.e. male undergraduates) 
would provide helpful information about those factors affecting the attractiveness of clinical 
psychology. This information might assist the University of Surrey and other courses in 
marketing the PsychD programme most optimally towards male potential applicants. From a 
broader perspective, the results of the present study may add to the literature concerning 
gender bias in the profession of clinical psychology and may yield implications for 
readdressing this imbalance.
Aim
To investigate what factors might attract or deter male psychology undergraduates from a 
career in clinical psychology.
Method
Study Design
Q-methodology was utilized. This methodology is ‘quali-quantological’ in nature and was 
originally established by Stephenson (1936) as an inverted form of factor-analysis. The Q-set 
(comprising statements related to the topic of interest), not the participant group, represent 
the study sample. Also, the individuals taking part in the study denote the variables of 
interest and therefore load onto the emergent factors (Watts & Stenner, 2005). It allows 
exploration of a group and their shared viewpoints and “correlations between persons or 
whole aspects of persons” (Stephenson, 1936, p. 345).
Ethics
The Chair of the Faculty of Human Sciences Research Ethics Committee was consulted prior 
to the study. The Chair indicated that ethical scrutiny would not be required for this study.
Materials
Forty-three statements about clinical psychology created the Q-set concourse, adapted for 
undergraduates, from Caswell and Baker (2008), see Appendix A. These statements were
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sorted onto a Q-sort grid displaying a quasi-normal distribution with a scale from ‘-5’ (least 
attractive) to ‘+5’ (most attractive), see Appendix B. The demographic questionnaire 
included basic information and some questions tapping opinions about clinical psychology, 
see Appendix C.
Participant Characteristics
Participants were recruited via email sent to all male undergraduate psychology students at 
the University of Surrey. Out of a total of 66, 11 (16%) consented to take part, (see 
Appendix D for a copy of the consent form). The mean age of participants was 20.5 years 
(range 19-22 years). The participants were from all four year levels of the degree course, the 
largest group was second year students (four participants). While the majority of 
participant’s ethnicity was declared as White British, two participants declared to be African 
and one as Mixed Background.
Procedure
The demographic questionnaire was emailed to participants prior to the sorting task. 
Participants were asked to either fill it in and send it back or bring it with them to the sorting 
task. When participants presented for the sorting task, they read an information sheet (see 
Appendix E) containing a standardised set of instructions alongside information about 
anonymity and their right to withdraw. All participants provided informed consent prior to 
beginning the sorting task.
Participants were asked to imagine that they were considering clinical psychology as a 
potential career whilst sorting 43 statements from the concourse into three piles: attractive, 
non-attractive and neutral/undecided. They were then asked to place the statements onto the 
Q-sort grid which forces the respondent to form a quasi-normal distribution. Attractive and 
non-attractive statements were placed first and neutral/undecided subsequently. During the 
task, participants were encouraged to verbalise any comments on the statements as they 
worked through the sorting procedure and these were noted by the researcher. Upon 
completion of the task, participants were debriefed and thanked for their time.
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Analysis and Results
Factor analysis
The 11 completed Q-sorts were analysed using “PQ method” computer software package 
(Schmolck, 2002). Eight factors were extracted and rotated using a varimax procedure. The 
varimax rotation was selected over hand-rotation owing to its simplicity and reliability and 
also the fact that it seeks to maximise the amount of variance explained by the extracted 
factors (Watts & Stenner, 2005). There are two standard requirements to bear in mind when 
selecting factors for interpretation. The first is that the eigenvalue should be in excess of 
1.00. The second is that an interpretable factor should have at least two Q-sorts that load 
significantly and uniquely upon it alone (factor defining sorts). Three of the eight extracted 
factors met the first requirement and had eigenvalues >1.00. Of these three (factors A, B 
and C), only factor A met the second requirement of having more than two Q-sorts loading 
upon it, whilst factors B and C had just one defining Q-sort each. Table 1 summarises the 
basic characteristics of factors A, B and C.
Table 1. Characteristics of factors
Factor Eigenvalue Variance explained 
(%)
Number of defining 
sorts
A 4.59 42 9
B 1.59 14 1
C 1.03 9 1
Kitzinger and Stainton Rogers (1987) posit that having only one defining Q-sort does not 
completely invalidate factor interpretation although “there may be enhanced risk that such 
identities will be coloured by idiosyncratic, respondent-specific contributions” (p. 172). 
Factors B and C were considered interesting in that they met the eigenvalue requirement and 
it was thought that the participants representing these factors may hold unusual or very 
specific views about clinical psychology as a career.
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Factor interpretation
A  fiill table of the concourse item configuration of the merged factor arrays can be found in 
Appendix F. The statements were first examined in terms of their ratings across all three 
factors and graded as to whether they were consistently lower or consistently higher. There 
were 28 statements that were graded as ‘neutral’ i.e. they achieved rankings of 0, 1 or 2, 
regardless of sign, across two or more factors. The remaining 15 statements were graded as 
‘salient’ i.e. they achieved a ranking of 3,4 or 5, regardless of sign, across two or more 
factors. Of the 43 statements, 22 mentioned gender specifically. Within the ‘neutral’ 
category, 64% were gender-specific statements compared to 26% in the ‘salient’ category. 
The distribution of statements amongst the factors shall now be examined in more detail.
Each factor shall be described, using the distinguishing statements for each factor to form the 
basis for interpretation. The strongest positive and strongest negative statements will also be 
included to facilitate interpretation (see Appendix F). Watts and Stenner (2005) suggest that 
this method of looking at both distinguishing statements (some of which may be ‘neutral’) 
and at the ‘poles’ of the distribution facilitates the holistic understanding of the viewpoint 
being explored. Table 2 shows the distinguishing statements for each factor. The participant 
characteristics for each factor are detailed in Appendix G.
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Table 2. Distinguishing statement configuration of merged factor arrays
No.
Concourse items
Statements A
Factor arrays 
B c
02 CP is a profession that other people are interested in and attracted to 0** 3 5
05 As a minority group, it may be more difficult for men to be heard in CP -4** 0 1
07 Traditionally male occupations are boring and unfulfilling in comparison 
to CP
2** -2 -4
09 CP offers the potential to earn a good salary 4 2 -3**
10 CP offers a stable career and secure employment 4 3 -1*
11 CP is emotionally demanding -2 4** -1
13 It takes a lot of time and effort to qualify as a CP -5** 1 3
16 Being a CP might elicit a negative response from others -2 -3 3**
17 Men are perceived to lack the female characteristics that CP requires -1 -4 3**
19 The route to qualification is financially restricting -5 0* -4
22 CP is an intrinsically interesting area 5 0* 4
31 The more male CPs there are, the easier it will be for men to feel 
confident about accessing psychological services
3** -2 -3
34 Men tend to rise to managerial positions within female dominated 
professions
0 -5** 2
39 As a CP 1 can avoid certain aspects of traditional masculinity 0 -2 3**
40 CP is a difficult career to get into, with a lot of competition for places on 
postgraduate training courses
-3 4** -2
41 CPs are expected to do research -2* 5** -5*
Note. Items have been shortened to ease reading, CP: clinical psychology/psychologist. 
Reading the table by column reveals the pattern of items that characterize each factor. 
Reading by row shows the relative ranking of items across all factors.
* Distinguishing statement for that factor p<.05, **p<.01
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Factor A: “Enhancing society, diminishing masculinity”
In this account, clinical psychology was seen as an interesting area in which to work in 
(22,+5) and is viewed as more fulfilling than traditionally male occupations (07,+2). 
However the idea that clinical psychology is attractive and interesting to others does not 
seem to incentivise it as a career choice (02,0). The indication that being a male clinical 
psychologist may encourage more equitable uptake of psychological services is an attractive 
prospect (31, +3) and nods towards the societal value of the career and is supported by the 
high rating of the societal value statement (25,+5; see Appendix F).
Despite these attractors, the idea of being an unheard minority group is unattractive (05,-4). 
Moreover, the time and effort required is a disincentive (13,-5) as is the prospect of not 
reaching the salary expectations of a man (28,-4). This factor was interesting in that 
participants found the idea of conducting research only slightly unattractive (41,-2) 
compared to the disparate views contained in factors B and C.
Factor B: “I t ’s difficult, but that’s why Hike it”
In this account, the idea that clinical psychology is emotionally demanding was attractive 
(11,+4) but the notion that men are perceived to lack skills in empathising and listening was 
less so (17,-4) and the prospect of having one’s sexuality questioned was off- putting (20,-5). 
Another unattractive prospect was that being a male clinical psychologist may not offer high 
professional status (30,-4) and the idea that men rise to managerial positions in female- 
dominated professions was a powerful deterrent (34,-5).
The fact that clinical psychology is a competitive career choice was attractive (40, +4), as 
was the professional esteem of a ‘Dr’ title (26,+3) and the intellectual demands of the 
profession (27,+3). The financial restrictions encountered (19,0) and the time and effort 
required (13,+1) on the route to qualification were of little significance. The research aspect 
of a career in clinical psychology was enticing (41,+5) but the intrinsic interestingness (22,0) 
and reflective nature (43 ,+1) of the profession were met with relative impartiality.
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Factor C: “It won’t make me rich but will make me interesting”
In this account, clinical psychology was seen as a somewhat controversial career choice, as 
the idea it might elicit a negative response from others was relatively attractive (16,+3), as 
was the perception that men lack characteristically female skills (17, +3). The concept that 
other people are interested in and attracted to clinical psychology was an incentive (02,4-5).
The idea that being a clinical psychologist would allow avoidance of certain aspects of 
masculinity was attractive (39,4-3) but the thought of having one’s sexuality questioned 
correspondingly unattractive (20,-3).
The potential of a career in clinical psychology to earn a good salary was not an attractor 
(09,-3), nor was the prospect of a stable, secure employment (10,-1). Conversely, the 
financial restrictions of training (19,-4) and the final earning capacity not reaching the 
expectations of a man (28,-5) were both powerful hindrances. Perhaps the underlying 
inessage here is that this participant did not believe that clinical psychology offered good 
prospects? Finally, the prospect of being expected to do research was decidedly unappetizing 
(41,-5), whereas the reflective aspect of the profession was more tempting (43,4-4).
Discussion
The factors extracted and interpreted in this study provide a snapshot of the views expressed 
by a sample of male psychology undergraduates. Factor A has been interpreted to represent a 
distinct flavour of traditional masculinity being balanced with a desire to readdress gender 
inequalities within the profession. Factor B emphasises the attraction of a career that requires 
academic achievement and a willingness to compete with others at the outset. Factor C 
seems to be driven by the potentially controversial nature of a career in clinical psychology, 
but with one foot firmly placed in the financial reality of such a career choice.
Comparing these interpretations to the Caswell and Baker (2008) study, there seems to be 
some overlap with the views of current male trainee clinical psychologists. Indeed, the factor 
accounting for the greatest variance in their study (termed “wanting to have my cake and eat 
it”) maps neatly onto factor A in this study and encapsulates the traditional male versus the 
‘gender egalitarian’. Caswell and Baker’s second factor was termed “struggling to achieve 
the goal”. This factor has clear similarities to factor B in the present study, highlighting the 
incentive of the difficulty of obtaining training versus the stigmatising aspects of the 
profession. The remaining two factors from the Caswell and Baker study (“Old-school” and
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“New men”) do not seem to hint at the views expressed in factor C in this study, making 
them all the more beguiling.
One could argue that factors B and C should not have been extracted and interpreted owing 
to them having a single participant loading upon them. Given the relatively small sample size 
it was deemed beneficial to look into these views as they may inform future research.
However, obvious caution must be used when drawing conclusions from these as they may 
be highly idiosyncratic. A more general criticism of the present study could be the relatively 
small sample size. Watts and Stenner (2005) state that the ‘rule of thumb’ is to have 40-60 
participants. Shemmings (2006) argues that sampling techniques in R methodology are not 
relevant in Q methodology and that one set of 44 cards can be combined in over 10^ "^  
different ways when one person sorts the cards, therefore any pattern or factors emerging 
from even a small group of participants is likely to reflect “robust, non-overlapping, 
conceptually distinct clusters of attitudinal patterns” (p. 153). The fixed quasi-normal 
distribution used in the Q-sorting task has come under criticism for being restrictive when 
compared to allowing ‘free’ distribution. However, Brown (1980) demonstrated statistically 
that “distribution effects are virtually nil” (p.288) and that the convenience for participants 
justifies using a forced distribution.
Of the gender-specific statements, the majority (82%) fell into the ‘neutral’ category. One 
might infer that male gender does not represent a powerful moderating factor in the 
attractiveness of clinical psychology as a career. However this assertion is complicated by 
the range of consensus and direction of ranking between and within the factors. Of the six 
distinguishing statements for factor A, B and C, there were three, one and two gender- 
specific statements respectively. This may mean that those participants loading onto factor A 
are more aware of gender issues in the profession or may mean that those on factors B and C 
do not see gender as being such a pertinent issue, or indeed that other issues (e.g. finances or 
stigma) are unrelated to gender. These ideas may represent interesting foci for future 
research.
Within the Q-methodology literature, it is customary to supplement numerical data with 
qualitative comments obtained from the participants. This helps to ensure that a holistic 
interpretation of the factor is achieved (Watts & Stenner, 2005). As there were no comments 
recorded in the present study, this was not possible and thus the interpretations may be less 
rounded. Q-sort data can also be analysed in terms of consensus versus disagreement in order 
to further explore the links between individual Q-sorts and to give some idea of the major
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areas of conflict or universality. Unfortunately this was outside the scope of the present 
study. One obvious criticism of this study is that the concourse items were derived from the 
discourses of male trainees, not male undergraduates. Perhaps future research could rectify 
this, in order to tap into the issues that are most pertinent to the target population.
The present study aimed to explore perceived attractors and deterrents of a career in clinical 
psychology for male undergraduates. The BPS’ (2004) guidelines recommended that more 
males are encouraged into the profession. Given specifically gendered items were met with 
relative neutrality, it may be concluded that the phenomena influencing males are similar to 
those in other career paths, such as weighing up the costs and benefits both personally and 
socially. So perhaps the gender difference in the profession stems from bias at an earlier 
stage i.e. at pre-undergraduate, and therefore any strategies implemented at University are 
too little, too late? It does seem important that this area is investigated further so that the 
core issue is closer to being addressed: in order operate successfully, clinical psychology as a 
profession must represent the community it serves.
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Concourse Statements N=43
1. Male clinical psychologists tend to succeed in leadership roles.
2. Clinical psychology is a profession that other people are interested in and attracted 
to.
3. Clinical psychology does not fit with cultural and historical expectations that men 
should not talk about emotions.
4. Male clinical psychologists may experience prejudice from peers and society for 
working in a role that is traditionally perceived to be female.
5. As a minority group, it may be more difficult for men to be heard in clinical 
psychology.
6. Most of ones colleagues in clinical psychology would be female.
7. Occupations that are more traditionally male are boring and unfulfilling in 
comparison to clinical psychology.
8. A career in clinical psychology allows a man to place more emphasis on his personal 
and family life and not work as the sole breadwinner.
9. Clinical psychology offers the potential to earn a good salary.
10. Becoming a clinical psychologist offers a stable career and the likelihood of secure 
employment.
11. Clinical psychology is emotionally demanding.
12. Clinical psychology is a more personal and interesting way of helping others than 
traditional medicine.
13. It takes a lot of time and effort to qualify as a clinical psychologist.
14. As a clinical psychologist there will be more opportunity to work with female clients 
than male clients.
15. The title ‘doctor’ endows a high degree of responsibility and power.
16. Being a clinical psychologist might elicit a negative response from others.
17. Men are perceived to lack the female skills and characteristics that clinical 
psychology requires, e.g., ability to listen, empathise, etc.
18. Male clinical psychologists will be a minority group, and may be expected to speak 
up for men.
19. The route to professional qualification is financially restricting compared to other 
career paths.
20. In a female dominated occupation men are more likely to have their sexuality 
questioned.
21. Clinical psychology may not fit with the expectations of one’s culture.
22. Clinical psychology is an intrinsically interesting area in which to work.
23. Knowing men who work as clinical psychologists.
24. As a male clinical psychologist there will be an expectation of progression into a 
management role.
25. Clinical psychology would allow me to work with people and is valuable to society.
26. As ‘doctors’ clinical psychologists hold a level of professional esteem and status.
27. Clinical psychology is intellectually demanding.
28. The potential earning capacity of a clinical psychologist may not reach expectations 
of a man.
29. Male clinical psychologists could be vulnerable to accusations or challenges against 
their professional conduct from female clients.
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30. As a predominantly female occupation clinical psychology may not offer high 
professional status to a man.
31. The more male clinical psychologists there are, the easier it will be for men to feel 
confident about accessing psychological services.
32. A clinical psychologist will be working primarily for the NHS.
33. The information received on clinical psychology from university.
34. Men tend to rise to managerial positions within female dominated professions.
35. Men stand out in a profession that consists predominantly of women.
36. The profession would benefit from a more equal gender balance in the workforce.
37. Role models or mentors that are male clinical psychologists.
38. Clinical psychology trainees get paid during training.
39. As a clinical psychologist I can avoid certain aspects of traditional masculinity 
which I do not feel comfortable with.
40. Clinical psychology is a difficult career to get into, with a lot of competition for 
places on postgraduate training courses.
41. Clinical psychologists are expected to do research.
42. Clinical psychology is a scientific profession.
43. Clinical psychology is a reflective profession.
Volume 1 : Submitted for the Degree of Doctor of Psychology (Clinical Psychology) Laura Marshall
91
Appendix B 
Q-Sort Grid
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Is being a clinical psychologist an attractive career option for men?
Initial Questionnaire
Thank you for agreeing to take part in this study.
The first stage is to complete this brief questionnaire. This is not a test and there are 
no right or wrong answers. If you do not feel comfortable answering a question 
please leave it blank. You can either complete this questionnaire electronically or 
print it out and complete it by hand.
1. How old are you?
2. What is your ethnic origin? Please put a cross in the appropriate box.
White British Indian
Irish Pakistani
White and Black African Bangladeshi
White and Asian Any other Asian Background
Any other mixed background Chinese
Caribbean Any other ethnic group
African
3. What is your current year o f study? Please put a cross in the appropriate box.
First
Second
Placement
Final
4. What do your parents do for a living? Please write/type in the box below:
The next set of questions concerns your views on the topic area of clinical 
psychology and clinical psychologists. We do not want facts or for you to guess the 
answer, just your ideas and views. There are no right or wrong answers
A. What do you think a clinical psychologist does?
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B. What qualities do you think a therapist needs to have?
C. What qualities do you think a researcher needs to have?
D. What qualities do you think a manager needs to have?
E. What qualities do you think a clinical psychologist needs to have?
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F. How much do you think a clinical psychologist earns when they first qualify?
Please write your answer in British pounds per year
G. What proportion of psychology undergraduates do you think are male?
H. What proportion of practicing clinical psychologists do you think are male?
I. Are you interested in becoming a clinical psychologist? Please put a cross in the 
relevant box:
Yes
No
Undecided
Thank you for completing this questionnaire^Can you either 
email your completed questionnaire to |^ ^ ^ B |@,surrev.ac.uk 
or bring a copy along with you when you come to carry out the 
sorting task.
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Appendix D 
Consent Form
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Is being a clinical psychologist an attractive career option for men?
Participant Consent Form
I have read the information sheet and have had the opportunity to ask any questions 
that I had regarding the study. I am content with the answers given and am willing to 
carry on with the study.
I understand that I am free to leave the study at any time without having to give a 
reason for leaving. I also know that all information or answers I give will be kept 
anonymous and will only be used for the purposes of the study.
I understand that in any publications arising from the study, my identity will not be 
revealed.
Signed
Name
Date
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Appendix E 
Information Sheet
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Is being a Clinical Psychologist an attractive career option for men?
Information Sheet
Laura Simonds in the clinical psychology department at the University of Surrey and 
I are carrying out this study to see what attracts or puts off male psychology students 
from taking up a career as a clinical psychologist.
You will be asked to imagine that you are deciding whether clinical psychology is a 
potential career for you after you graduate university. What aspects of clinical 
psychology would attract or deter you from this career path?
Firstly, you will be asked to complete a short questionnaire which gathers some basic 
demographic information and also asks your views regarding various roles, including 
being a clinical psychologist.
Next, you will be asked to take part in a task which should take no more than 30 
minutes. In this task, you will be given a set o f 43 statements all related to clinical 
psychology. Firstly you will be asked to separate these statements into three initial 
piles, they are: attractive, not attractive and neutral/undecided. Then you will be 
asked to place the statements into a Q-sort grid on a scale of attractive to not 
attractive. During the sorting process, you can also make any general comments 
about the statements and your views of clinical psychology.
Your data will be kept anonymous and will only be viewed by myself and Laura 
Simonds. You have the right to withdraw from the study at any time without needing 
to give a reason.
If  you have any questions please do not hesitate to ask.
Michelle Sallis 
[^^^|@ surrey.ac.uk
Laura Simonds
l@surrey.ac.uk
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Concourse item configuration of merged factor arrays
No.
Concourse items 
Statements (N=43) A
Factor arrays 
B c
01 Male clinical psychologists tend to succeed in leadership roles 0 0 2
02 Clinical psychology is a profession that other people are interested in 
and attracted to
0** 3 5
03 Clinical psychology does not fit with cultural and historical expectations 
that men should not talk about emotions
0 -1 -2
04 Male clinical psychologists may experience prejudice from peers and 
society for working in a role that is traditionally perceived to be female
-3 -1 1
05 As a minority group, it may be more difficult for men to be heard in 
clinical psychology
-4** 0 1
06 Most of ones colleagues in clinical psychology would be female 1 1 -2
07 Occupations that are more traditionally male are boring and unfulfilling in 
comparison to clinical psychology
2** -2 -4
08 A career in clinical psychology allows a man to place more em phasis on 
his personal and family life and not work a s the sole breadwinner
1 -1 2
09 Clinical psychology offers the potential to earn a good salary 4 2 -3**
10 Becoming a clinical psychologist offers a stable career and the likelihood 
of secure employment
4 3 -1*
11 Clinical psychology is emotionally demanding -2 4** -1
12 Clinical psychology is a more personal and interesting way of helping 
others than traditional medicine
3 -1 1
13 It takes a lot of time and effort to qualify a s a clinical psychologist -5** 1 3
14 As a clinical psychologist there will be more opportunity to work with 
female clients than male clients
-1 -1 -3
15 The title ‘doctor’ endows a high degree of responsibility and power 2 0 0
16 Being a clinical psychologist might elicit a negative response from others -2 -3 3**
17 Men are perceived to lack the female skills and characteristics that 
clinical psychology requires, e.g., ability to listen, empathise, etc
-1 -4 3**
18 Male clinical psychologists will be a minority group, and may be 
expected to speak up for men
-1 -3 0
19 The route to professional qualification is financially restricting compared 
to other career paths
-5 0* -4
20 In a female dominated occupation men are more likely to have their 
sexuality questioned
-3 -5 -3
21 Clinical psychology may not fit with the expectations of one’s  culture -1 -1 1
22 Clinical psychology is an intrinsically interesting area in which to work 5 0* 4
23 Knowing men who work as clinical psychologists 1 2 0
24 As a male clinical psychologist there will be an expectation of 
progression into a management role
-1 -3 0
25 Clinical psychology would allow me to work with people and is valuable 
to society
5 5 5
26 As ‘doctors’ clinical psychologists hold a level of professional esteem  
and status
3 3 1
27 Clinical psychology is intellectually demanding 1 3 -1
28 The potential earning capacity of a clinical psychologist may not reach 
expectations of a man
-4 -3 -5
29 Male clinical psychologists could be vulnerable to accusations or 
challenges against their professional conduct from female clients
-3 -2 -1
30 As a predominantly female occupation clinical psychology may not offer 
high professional status to a man
-2 -4 -2
31 The more male clinical psychologists there are, the easier it will be for 
men to feel confident about accessing psychological services
3** -2 -3
32 A clinical psychologist will be working primarily for the NHS -1 2 -1
33 The information received on clinical psychology from university 0 1 2
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34 Men tend to rise to managerial positions within female dominated 
professions
0 -5** 2
35 Men stand out in a profession that consists predominantly of women 0 0 0
36 The profession would benefit from a more equal gender balance in the 
workforce
2 0 0
37 Role models or mentors that are male clinical psychologists 1 1 1
38 Clinical psychology trainees get paid during training 3 2 -1
39 As a clinical psychologist 1 can avoid certain aspects of traditional 
masculinity which 1 do not feel comfortable with
0 -2 3**
40 Clinical psychology Is a difficult career to get into, with a lot of 
competition for places on postgraduate training courses
-3 4** -2
41 Clinical psychologists are expected to do research -2* 5** -5*
42 Clinical psychology is a scientific profession 1 1 0
43 Clinical psychology is a reflective profession 2 1 4
Note. Reading the table by column reveals the pattern of items that characterize each factor. 
Reading by row shows the relative ranking of items across all factors.
* Distinguishing statement for that factor p<.05, **p<.01
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Appendix G 
Factor Participant Characteristics
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Factor A explained 42% of the varianee and had nine of the 11 participant Q sorts loading 
significantly and uniquely upon it. The average age of partieipants was 20.6 years, two were 
in their first year, three in their second year, one on their placement year and three in their 
final year of study. Five answered ‘yes’ to being interested in becoming a clinical 
psychologist, two answered ‘no’ and two were undecided. Participants loading onto factor A 
guessed that on average, 19.4% (range 10-40%) of psyehology undergraduates are male and 
27% (range 12-50%) of professional psyehologists are male.
Factor B explained 14% of the varianee and had one of the 11 participant Q sorts loading 
significantly and uniquely upon it. The partieipant was 20 years of age and in their 
placement year of study. They answered ‘no’ to being interested in becoming a clinical 
psychologist. This participant guessed that 10% of psyehology undergraduates and 50% of 
professional psychologists are male.
Faetor C explained nine per cent of the variance and had one of the 11 partieipant Q sorts 
loading signifieantly and uniquely upon it. Unfortunately, démographie data for this 
participant were missing and so eannot be reported here.
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Appendix H 
Evidence of SRRP Feedback
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HEN eimnuPsreiiutTNrasYllll
The Gender Gap
In 2004, the BPS published a report on 
widening access within imdergn^uate 
psychology and the implications for 
professional psychology. Three main elements 
were investigated: gender, disability and 
ethnic divers%.; With resp&ct to gender, the 
report audiois observed that around 80% o f  
psychology undergraduates are women and 
that the numWr o f  m de applicants to clinical 
psychology training courses is "insufficient to 
meet future or existing workforce demands 
(or divemiQr yrtthin^^^
Training Courses
Data from the Clearing House for 
Postgraduate Courses in Clinical Psychology 
show that males are less likely to apply than 
females, which is not surprising given the 
dvcr-mpresentation o f  females at 
undergraduate level.
Table 1
A study at the University of 
Surrey explores male 
psycholo^ undergraduate 
views of clinical psychology as a 
carMsr, by Laura Marshall
Data from the ym t five years are summarised 
in Table 1 and show that importantly, malœ  
are also either less likely to accept a place on 
training or are Jess successful Üurough the 
selection process than females.
2006 2007 2009 2010
APP App Aca APP Acc App fiæc App Acc
Female % 66 64 87 82 66 84 85 64 66
Male 15 14 16 13 18 14 16 15 16 14
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Paitîctpanits and Procedure
Participants were eleven male {^ychology 
undergraduates. Foity-thrce statements 
about clinical psychology' created the Q-set 
concourse, adapted for undegraduates, from 
Caswell and Baker (2008). Th^e statements 
were sort^ onto a Q-sort grid displaying a 
guasi-normË distribution with a scale from 
‘-5’ (least: attractive) to *+5' (most 
attractive).
V O ll ISSUE i
Example Statements
•  CP offers a stable career and ; 
secure employment
• Men stand out in a feraale- 
dominatedoueer
•  The title ‘Dr’ endows a high 
degree o f  responsibility and 
power
Results
Tbtcc o f  the eight extracted factors had 
eigenvalues >1.00. O f the^ three f  factors 
A, B and C), only factor A had more than 
two Q-sorts loading upon it, whilst factors 
B and C had just one defining Q-sort each. 
Factors were interpreted using defining 
statements and the most polarized 
statements.
Factor luteipretatlou
Factor A: -^Enhancing society, 
diminishmg masculinity ”
Factor B: “It’s  difficult, but that's w ly I 
like it”
Factor C: “It won V make me rich but will 
make me interesting"
Conclusions
To some extent, male psychology 
undergraduate’s views map onto the those o f  
Current male trainee clinical psychologists. The 
viewpoints expressed tended to revolve around 
balancing the perceived benefits o f  the career 
versus the jKTceived limitations, many o f  
which were not gender-sj^icific. Further 
researdi is required if  the gender imbalance in 
clinical psychology is to be addressed, perhaps 
going further back into the academic 
h^ectories o f  younger males. The low  
proportion o f  males at undergraduate level 
may mean that any strategies brought in at this 
time are ineffectual,
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QUALITATIVE RESEARCH GROUP PROJECT ABSTRACT
What is the public’s perception of the role of clinical psychologists in
the NHS?
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ABSTRACT
This study aimed to gain a broad understanding of the perceptions of the general 
public regarding the role of clinical psychologists in the National Health Service 
(NHS). Four female participants were interviewed using a semi-structured interview 
schedule. The data were transcribed and subsequently analysed using thematic 
analysis. Important themes that emerged from the data were that there was a lack of 
clarity around the professional role of a clinical psychologist. Despite this there was 
awareness that ‘clinical psychologist’ is an expert and specialist role, and that clinical 
psychologists work in a broad range of settings. The participants cited the media and 
personal experience as the basis of their knowledge. The findings of research of this 
nature could have important implications on how clinical psychology is promoted to 
the general public. Limitations of the study are discussed.
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ABSTRACT
Whilst there is a wealth of literature surrounding psyehologieal responses to a variety of 
traumatic life events, this is heavily biased toward Western cultural understandings of 
traumatology. Furthermore, the focus of research into cultural differences in post-traumatic 
experience has, until recently, been on distress and psychopathology and concerned with 
measuring the indices of this. The present research therefore aims to reduce the impact of 
cultural bias by exploring people’s experiences from a perspective that is not pre-determined 
by Western conceptual boundaries and the tendency to focus on pathology and maladaptive 
outcomes.
A narrative approach is adopted in order to address an important gap in the literature 
pertaining to cultural understandings of traumatic experiences and the related resilience, 
distress and growth that can arise in response to such experiences. In particular, this study 
aims to contribute to psychological literature by developing an understanding of how men of 
South Asian origin recover from the experience of interpersonal assault. Five men were 
interviewed and the data were subjected to narrative analysis entailing: descriptive 
summaries; analysis of narrative tone; analysis across personal, interpersonal and positional 
levels; and cross-analysis.
From the analysis, narrative themes emerged across personal, social and cultural domains. 
Themes such as personal identity, acceptance, control, family relationships, shame, honour 
and spirituality were compared across the narratives. The narratives were organised into a 
conceptual framework highlighting temporal orientation and narrative coherence. The 
findings are discussed in relation to theories of narrative coherence, selfhood and 
posttraumatic growth. Clinical implications include the importance of cultural context 
pertaining to psychological assessment and formulation and the fostering of growth 
processes in the family and wider systems. This has relevance for clinicians working 
therapeutically with people from non-Westem cultural backgrounds. Finally, the limitations 
of the present study and suggestions for future research are discussed.
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INTRODUCTION
Overview
The introduction to this study begins with a critical review of the relevant theoretical and 
applied psychological literature. The aim of the literature review is to highlight gaps in the 
current conceptualisations of human responses to traumatic life events and to draw attention 
to relevant theoretical perspectives. 1 begin with an outline of two approaches to 
understanding people’s responses to difficult and stressful life events. The dominant trend in 
psychological research is towards measuring the distress that people experience within a 
diagnostic fi-amework. This shall be summarised before 1 move on to the second approach, 
based on exploring resilience and the potential for growth following traumatic experiences. 
Throughout the review, 1 draw attention to how cultural factors are explored in the current 
literature and highlight existing gaps in current understanding. The theoretical rationale for 
the study is then summarised, and specific aims and research questions are articulated.
Literature Review
Search Strategy
Articles included in this review were selected following a computerised search on 
MEDLINE and PsyclNFO databases. Search terms included ‘trauma’, ‘resilience’, ‘growth’, 
‘culture’, ‘recovery’, ‘interpersonal violence’ and these were cross-referenced with terms 
such as ‘narrative’, ‘identity’, ‘coherence’ and ‘self. Further searches were performed using 
the above search terms in combination with terms such as ‘ethnic minority’, ‘South Asian’, 
‘women’ and ‘men’. Articles were prioritised by their relevance to the present study.
Criteria for prioritisation included being published from the U.K., and having a particular 
focus on positive psyehology, cultural differences and cultural context. Further studies of 
interest were identified following scrutiny of the reference lists of relevant articles and 
through recommendations from supervisors and colleagues who were familiar with the field 
of interest.
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Posttraumatic Stress Disorder
The prominence of trauma-focussed work in psychiatric discourse has been evident since 
posttraumatic stress disorder (PTSD) was officially recognised in the Diagnostic and 
Statistical Manual of Mental Disorders, 3*^  ^Edition (DSM-III; American Psychiatric 
Association, 1980). Contemporary clinical assessment of PTSD relies on self-report 
measures and structured interviews that map onto three clusters of symptoms including ‘re- 
experieneing’, ‘avoidance’ and ‘hyper-arousal’ (DSM-IV-TR, APA, 2000). According to the 
DSM-IV-TR, a diagnosis of PTSD is made if symptoms persist for more than one month 
following the trauma and cause clinically significant distress or impairment.
Bonnano and Mancini (2012) present epidemiological data suggesting that most people will 
experience at least one potentially traumatic event in their lifetime. The term traumatic event 
in this study refers to the DSM-IV-TR definition:
“ (1) the person experienced, witnessed, or was confronted with an event or events that 
involved actual or threatened death or serious injury, or a threat to the physical integrity o f 
self or others (2) the person’s response involved intense fear, helplessness or horror. ” 
(p.467).
Whilst the PTSD diagnostic framework has facilitated the development of trauma-focussed 
research and therapies, psychological research into PTSD has been almost exclusively 
conducted from an individualistic. Western cultural standpoint. For example, recent research 
has led to the development o f ‘culturally adapted cognitive-behavioural therapy’, which has 
reportedly improved outcomes of trauma therapy in refugee populations (Hinton, Rivera, 
Barlow & Otto, 2012). However, the mode of therapy and outcome measures used were 
based on Western therapy models, therefore their cross-cultural validity could be questioned. 
Other researchers have identified ethno-racial differences in clinician-assessed and self- 
reported severity of symptoms in PTSD (MacDonald, Greene, Torres, Fruch & Morland, 
2013). Again, the method of assessment was based on an inventory derived from research 
with Western populations and so the results may be affected by ethnic differences in how 
distress is understood; rather than differences in symptoms severity per se. The dominant 
‘top-down’ approach to cross-cultural research has been contested due to the uncritical 
application of the PTSD diagnostic label and the associated Western therapy model, as 
discussed below.
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Summerfîeld (1999) levelled critique at the Westernised trend towards the mediealization of 
distress and strongly refuted the theory underpinning the use of psychological therapy for 
trauma in non-Westem nations. Other authors have suggested that attempts to apply the 
current conceptualisation of PTSD across different cultures have been fundamentally flawed 
because people from different cultures have different understandings of the self.
For example, Markus and Kitayama (1991) outlined the effects that cultural understandings 
of the self have on cognition, emotion and motivation. They suggest that people from 
individualistic Western cultures are socialised to view themselves as autonomous entities 
whilst people from collectivistic cultures view themselves as members of an interdependent, 
related group. This is cmcial given that in PTSD, traumatic events are assumed to cause 
changes to personal identity through the trauma memories being integrated into the self- 
concept (Bemtsen & Rubin, 2007).
Other authors have criticised the application of PTSD diagnosis and treatment in refugee 
populations. For example, Muecke (1992) argued that refugee mental health is set within an 
exclusively negative paradigm, which highlights pathology and ignores resiliency, or “social 
competence or other types of functional adequacy despite losses and stressors” (p.520). 
Likewise, Witmer and Culver (2001) criticised the focus on psychopathology and called for 
further research into adaptation, resiliency and family context in refugee populations. In 
research with non-Westem interpreters, Johnson, Thompson and Downs (2009) found that 
experiences of ‘collective traumatisation’ were common yet not directly considered in 
Westem models of PTSD. This is important because the acknowledgement of the collective 
nature of traumatic experiences can provide the opportunity for normalisation within an 
historical, political and social context.
It is important to highlight at this juncture that the broad categorisation of individualist 
versus collectivist culture is used as a framework from which to organise the relevant 
literature in the current study. It is not assumed that they are discrete categories and it is 
acknowledged by me, the researcher, that individuals exist in their unique position across 
multiple dimensions. Nevertheless, socio-cultural context is emeial to understanding the 
psychology relating to potentially traumatic events. This is given the premise that the event 
itself in some way shapes the way that the personal views themselves, other people and the 
world around them. The term culture in itself is not always used consistently and is used in 
the context of the present study to denote an individualised set of beliefs that have a common 
origin. Dein’s (2006) definition of culture states that although there may be commonly 
accepted narratives and ways of understanding experiences; that each person has
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idiosyncratic ways of conceptualising and expressing these. This definition resonates with 
me as a clinician and researcher, and is therefore used as the basis for defining culture in the 
present paper.
Jobson and O’Kearney have researched the impact of cultural differences on 
autobiographical memory (2006), personal identity (2008) and cognitive appraisals and 
meaning-making (2009) in PTSD. This research has led to the development of the ‘Threat to 
Conceptual Self model (Jobson, 2009) which postulates that culturally-derived mechanisms 
influence a person’s self-concept and therefore the aetiology and maintenance of PTSD. The 
model has relevance for the treatment approach in that the ‘threat to self may be addressed 
by either enhancing an individual’s personal autonomy or their level of relatedness, in line 
with individualistic or collectivist culture respectively. However, the research was conducted 
in Australia, an individualistic culture, resulting in intra-eultural and inter-cultural contexts 
for individualist and collectivistic groups, respectively. Moreover, demographic differences 
in socio-economic variables may have confounded the cultural variables in the study.
Van Rooyen and Nqweni (2012) have developed a heuristic framework for understanding 
how universal and cultural factors interact to produce the symptom profile associated with 
PTSD. They propose that cultural narratives around distress and healing influence symptom 
expression and that “the same symptom in different cultures does not necessarily mean the 
same thing” (p. 57). Whilst the framework that the authors suggest allows for the exploration 
of how culture influences symptom expression, it does not provide links to appropriate 
treatment strategies. Furthermore, due to the model being tied to the DSM-IV-TR 
(APA,2000) classification of traumatic events, it does not allow for experiences such as 
collective traumatisation to be conceptualised. On the whole, despite the growing body of 
evidence into cultural influences, current conceptualisations and treatments of PTSD remain 
remarkably individualistically focussed.
Fernando (2010) has questioned the cultural validity of the assumptions underpinning 
individualistic trauma-focussed therapy. These include the helpfulness of disclosure, the 
value given to establishing trust and the seeking of meaning in the traumatic experience. 
Fernando recommends that traumatic events be approached from a social-cultural standpoint, 
where the individual and communal effects can be understood within a given culture. In this 
way, traumatic events can be thought of as catalysts which generate transformation along 
different strands amongst a community. Kirmayer, Lemelson and Barad (2007)
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conceptualise this ‘ripple effect’ of both positive and negative change as arising from an 
emerging “narrative theme in explanations of individual and social suffering” (p. 1).
The current trend in PTSD literature towards exploring cross-cultural variation is 
perhaps a sign that applied psychologists are increasingly looking for ways to enhance their 
ability to relate to people from different backgrounds. However, there is a growing body of 
literature which has begun to address the full range of outcomes that people can experience 
following a potentially traumatising event, and this shall now be discussed.
Posttraumatic Resiliency and Growth
The notion that people and communities may display resiliency or positive change following 
extremely adverse life events is not a novel one- and it has relevance within and outside the 
world of applied psychology. From Nietzsche’s (1888, cited in Joseph, 2011a) adage “That 
which does not kill me makes me stronger” to a more modem example “To be afraid is a 
priceless education”, Lance Armstrong, (2001). People have frequently written about 
‘triumph over adversity’- but how common is this response to potentially traumatic events in 
the general population? Are these concepts culturally defined? These are questions worthy of 
further exploration.
The first issue to tackle in endeavouring to answer these questions is that of terminology.
The idea that people can experience distress, upset and disaffection following a potentially 
traumatic event has been, as mentioned previously, extensively researched from a range of 
perspectives. Research suggests that people can and do manage to go on with life, despite 
suffering highly stressful life events and resultant distress. The concept of resilience emerged 
in the 1970s from research concerning the long term outcomes of children growing up in 
deprived socioeconomic backgrounds (Murphy & Moriarty, 1976; Rutter, 1979). An 
unpredicted finding of this research was that adaptive coping and the meeting of 
developmental milestones was a frequent, rather than miraculous, outcome.
More recent research into a range of potentially traumatic life events in adulthood has 
displayed similar results: “that resilient people are neither exceptional nor pathological, and 
that the ability to maintain normative or baseline levels of functioning is not rare but often 
the most common response to potential trauma” (Bonnano & Mancini, 2012, p. 4). Brown, 
Kallivayalil, Mendelsohn and Harvey (2012) found that resiliency and pathology were 
intertwined across multiple domains of functioning. However, the sample in this study was
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comprised of people who were receiving treatment for chronic and complex PTSD and 
therefore the findings may not be applicable to less complex clinical presentations or to 
people who have not received treatment for their difficulties.
Concepts such as hardiness, optimism and sense o f coherence began to emerge alongside the 
resilience literature. All of these concepts focus on various mechanisms by which an 
individual can resist and not be ‘broken’ by stressfiil life events, allowing them to return to 
previous levels of functioning. In the past 20 years, alongside the flourishing of positive 
psyehology, the concept of posttraumatic growth has begun to attract greater interest in the 
trauma literature. The term posttraumatic growth (PTG) was first used by two researchers 
from the U.S. (Tedeschi & Calhoun, 1996) and superseded related terms such as perceived 
benefits and transformational trauma.
More recently, Tedeschi and Calhoun (2004) have cited empirical evidence outlining the 
conceptual foundations of PTG; in particular, that growth emerges as a result of the personal 
struggle involved with highly stressful life circumstances. PTG is described as manifesting 
as “an increased appreciation for life, more meaningful personal relationships, increased 
sense of personal strength, changed priorities and a richer existential and spiritual life” (p.l. 
Tedeschi & Calhoun, 2004). In sum, PTG is distinct from resilience; it highlights a process 
of positive change, or a trauma-related legacy, that goes above and beyond a return to 
baseline functioning.
According to Tedeschi and Calhoun’s (2004) model, individual characteristics, social 
support, cognitive processing and disclosure are the mechanisms involved in the 
development of PTG. Researching from the U.K., Joseph and Linley’s (2005) organismie 
valuing process (OVP) theory of PTG also highlights the importance of the process of 
struggling to overcome the cognitive dissonance created by conflicting pre-trauma and post­
trauma worldviews. The humanistic framework underpinning OVP theory posits that humans 
are inherently motivated toward achieving wellbeing and fulfilment. By taking this meta- 
theoretical position, OVP theory claims to be able to ‘bridge the gap’ between outcomes of 
posttraumatic stress and posttraumatic growth. Within this framework, PTG is seen to 
emerge out of the process either assimilating or accommodating the traumatic experience 
into one’s assumptive world (Payne, Joseph & Tudway, 2007). The evidence for OVP theory 
has been derived from samples of people who have experienced a wide variety of stressful 
events including single events in adulthood and chronic childhood abuse. OVP theory is 
therefore limited to a generic, rather than specific, detailed understanding of the processes of
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accommodation and assimilation. Furthermore, the study by Payne et al. collected data with 
these concepts in mind and therefore might have neglected alternative issues contained 
within the data.
The mainstream literature pertaining to PTG shares similarities with the PTSD literature in 
that they are both derived from and focussed upon individualistic conceptualisations of 
trauma outcome. The cultural validity of the theoretical basis of PTG shall now be explored 
in more detail.
Cultural Issues with Posttraumatic Growth
Splevins, Cohen, Bowley and Joseph (2010) have commented on the apparent Westem 
cultural bias that underpins PTG research. These authors argue that whilst the abstract 
concept is culturally neutral, it is the theoretical specification and clinical application of it 
that may result in the imposition of individualistic assumptions, values and worldviews. The 
authors outline the three main ideas that connect current theoretical understandings of PTG 
as being: 1) challenges to the assumptive world; 2) the drive for cognitive consistency and 3) 
the universal completion tendency.
The first of these ideas is underpinned by a social-cognitive approach which assumes 
individuals develop core assumptions about the self, others and the world which guide their 
path through life. Traumatic events serve to ‘shatter’ previously held assumptions resulting 
in the individual being tasked with revising and reconstituting their worldviews to 
incorporate trauma-related information (Janoff-Bulman, 1992). Current models of PTG do 
not specify the nature of assumptions and therefore remain culturally neutral. Interestingly, 
certain worldviews have been suggested to be associated with the development of growth. 
For example, in an Australian sample of cancer patients, assumptions of justice and luck 
were found to be predictive of PTG (Carboon, Anderson, Pollard, Szer & Seymore 2005). 
Whilst the longitudinal design of this study was a relative strength, the sample size did not 
allow for analytical modelling teehniques and generalisation to other types of stressful 
events. Moreover, the study did not report on the ethnic background on the participants and 
therefore eould not comment on the cultural validity of their findings.
The second notion that connects theories of PTG is a drive for cognitive consistency, or an 
innate tendency to attempt to reduce the magnitude of conflicting self-related information. 
Suh (2002) suggests that the idea that people pay attention to their own thoughts and feelings
Major Research Project URN: 6154076
121
and strive for a eonsistent sense of self is a Westem norm that may not have cross-cultural 
validity. In fact, Suh demonstrated that people from a collectivist culture are less likely to 
have a consistent self -view and that this was not evaluated negatively by others but rather 
seen as a strength that allows for greater flexibility in life. Jobson and O’Kearney (2008) 
suggest that a communal sense of self results in distress arising from a perceived inability to 
engage in social roles and not from cognitive dissonance from the internal world per se. 
However, theirs was a quantitative study that was limited by the cultural bias present in the 
methods used to measure self-eoneept. In sum, there appears to be some evidence that 
cultural bias could be incorporated into current understandings of PTG, given that a 
motivation towards aehieving a consistent self-eoneept does not appear to be universally 
shared.
Finally, we come to universal completion tendeney, or the idea that humans are 
fundamentally motivated toward growth and fulfilment. This motivation provides the context 
within which people strive to adjust to traumatic experiences in a way that continues to allow 
human potential to be actualised. Carl Rogers (1959) deseribed the actualised person as 
someone having a sense of autonomy and personal freedom and who engages in socially 
constructive behaviour. These ideas have their roots in Westem culture but, as highlighted by 
Splevins et al. (2010), share a blueprint with non-Westem cultures sueh as Chinese Taoism 
and Zen Buddhism. Yang (2003) points out that the abstract concept of actualisation is valid 
in Chinese culture, yet the characteristies of an actualised person differ from Rogers’ original 
ideas in that self-criticism, altmism and conscientiousness are indicative of fulfilment.
At present, researehers exploring the indices of actualisation and PTG across cultures 
predominantly use the post-traumatic growth inventory (PTGl; Tedeschi & Calhoun, 1996) 
in these endeavours. This ‘top-down’ approach assumes that the PTGl measures the same 
theoretical constmct across cultures and requires adaptations including translation and 
addition/omission of different inventory items. This approach has been applied in various 
cultural contexts ineluding in Chinese cancer survivors (Ho, Chan & Ho, 2004), Japanese 
students (Taku 2011), Latina immigrants in the U.S. (Weiss & Berger, 2008) and Bosnian 
refugees (Powell, Rosner, Butollo, Tedeschi & Calhoun, 2003). Despite all of these 
endeavours, there has been a consistent failure to replicate the original five-faetor stmcture 
found in the original PTGl (Tedeschi & Calhoun, 1996). Splevins et al. (2010) summarise 
this state of affairs; “The difficulties in establishing constmct validity for the PTGl in diverse 
cultures reflect the difficulties in applying any assessment measure developed in one culture 
to another” (p. 269). Clearly then, a different approach is warranted, and 1 now look to the
Major Research Project URN: 6154076
122
narrative literature base to explore avenues for viewing trauma outcomes from another 
perspective.
Narrative Approach to Trauma
The literature review so far has focussed on the dominant cognitive paradigm relating to 
traumatology. However, many authors have argued that human experienee and meaning 
making are narratively configured. For example. White (1973) suggested four ‘plot’ 
struetures that are used by people in the process of making sense of their lives: tragedy, 
romance, comedy and satire. Also, Sarbin (1986) suggested that “the narrative allows for the 
individual to include their reasons for their acts, as well as the causes of happening” (p.9). 
Researchers have used narrative methods in order to explore how people come to terms with 
chronic illness and traumatic life events. Frank (1995) highlights how through storytelling, 
the person is re-affirming their sense of self and providing the listener with an insight into 
their world. He uses the term ‘narrative wreckage’ to refer to the devastating effect that 
traumatic events ean have on an individual’s ability to make sense of the world, and to 
convey this to others, during times of crisis. As such, narratives are not considered to arise in 
a vacuum and are not simply descriptions of thoughts and feelings around a given topie. 
Williams (1996) argues that narratives eannot be reduced to individual qualities or 
personality traits and how a person responds to illness is dependent on their life context.
Whilst acknowledging the variability of individual experienee, other authors such as Radley 
and Green (1987) have identified certain ‘styles’ that people adopt when adjusting to chronic 
illness. These include ‘active denial’, ‘resignation’ and ‘secondary gain’ styles. Crossley 
(1999) presents similar findings in her study of HIV-positive individuals in that the 
narratives could be connected to temporal orientations signifying ‘normalising’, ‘ loss’ or 
‘conversion/growth’. Joseph (201 la) summarises the different journeys that people take 
following a traumatic event into the ‘theory of the shattered vase’. Using this analogy, some 
people may stick the pieces of the vase baek together, so the cracks are only visible under 
close serutiny (normalising narrative). Other people may feel that the vase is beyond repair 
and chose not to attempt to reconstitute what has been broken (loss narrative). Finally, for 
some people the vase being shattered allows the opportunity to create something new, like a 
beautiful mosaic (growth narrative).
Tuval-Mashiach et al. (2004) summarise the three factors underlying the construetion of 
trauma narratives: continuity and coherence; creation of meaning; and self-evaluation. These
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factors are thought to emerge spontaneously when an effective coping process occurs and are 
associated with a reduction in distress for the individual; however they are dependent on 
cultural norms and situational factors. So then, the way in which someone makes sense of a 
traumatic event will depend on both their personal characteristics and their past experiences 
but also on the way in which such events are dealt with in the wider culture and 
community/family life.
Theoretical Rationale
Despite the apparent cross-cultural issues in the applicability of the PTG concept, the 
measurement of growth outcomes are rooted in Westem understandings of self-actualisation, 
in the form of the PTGl (Tedeschi & Calhoun, 1996). Much of the research to date on the 
eultural validity of PTG as a concept has been undertaken using the PTGl, albeit in 
translated form. Given the potential for cultural bias discussed thus far, it seems counter­
intuitive to attempt a ‘top-down’ approach to measuring PTG across cultures. Indeed, 
Splevings et al. (2010) suggest that an ‘etic’ approaeh to cultural differences, where 
difference is viewed as diversion from the ‘Western norm’, is a form of cultural imperialism. 
This assertion is based on Rogler’s (1999) arguments around the cultural insensitivity 
inherent in an approach where the drive to discover universal similarities results in a 
devaluing of cultural difference. The authors advocate for an ‘emic’ approach, where social 
and historical contexts are seen as cmcial to understanding culture and differenee is viewed 
as variation rather than as deviations from a dominant ideology.
Splevings et al. (2010) make recommendations for future research in a way that takes into 
account the cultural bias and considerations outlined above. They suggest a ‘bottom- up’ 
approach, where ‘researchers are fully open to exploring coneeptualisations of PTG as 
understood by diverse cultures rather than predetermined by the conceptual boundaries of 
their own worldview’ (p. 270). One qualitative study, conducted in Australia (Shakespeare- 
Finch & Copping, 2006) discovered eultural variation in people’s experience of PTG, most 
notably in the areas of spirituality, religiosity and eompassion. They also found that people 
who had experienced violent assault reported more on-going distress than people who had 
experienced accidents. However, this study was conducted with a college student population, 
and therefore may not be applicable to other cultural groups. There is clearly a need for 
further research using a ‘bottom up’ approach. This would allow questions regarding the 
conceptualisation and manifestation of PTG (and related concepts) across different cultural 
contexts to be answered.
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In the broader literature, there have been few studies looking at the cultural differences in 
posttraumatic outcomes for members of ethnic minority communities. A large quantitative 
study in the U.S. found that members of some minority groups were more likely to 
experienee PTSD and less likely to seek treatment than White Americans (Roberts et al,
2011). However, this study did not postulate how or why this difference emerges and 
therefore has limited clinical utility. Another study in the U.S. reported that interpersonal 
violence was the most eommon form of trauma exposure for an urban, Afiican-Ameriean 
population (Gillespie et al., 2009). There have been no comparable studies in the U.K., and 
so the prevalenee of PTSD for minority groups in relation to different trauma types is not 
known.
Similarly, there has been no researeh into resilienee factors or PTG in minority groups in the 
U.K. There is a small research literature on the experience of domestie and sexual violenee 
for South Asian women (Anitha, 2010; Ahmed, Reavey & Majumdar, 2009), however there 
is no literature linking these experiences to trauma constructs or outcomes. Furthermore, 
researeh suggests that, although men are more likely to experience a non-sexual assaultive 
violence, they are less likely to experience symptoms of distress than women (Stein, Walker 
& Forde, 2000). More reeent research suggests that emotional intelligence moderates the 
association between emotional expression and posttraumatic wellbeing in male but not 
female college students (Linley, Felus, Gillett & Joseph, 2011). Researching in Pakistan, 
Ahmad et al. (2010) found that female gender and lower educational level were predictive of 
higher levels of distress following an earthquake. The authors also found that dispositional 
optimism was a protective factor when controlling for demographic variables, including 
gender and culture of origin. There is currently no literature on the experiences of South 
Asian men in the UK, in relation to any type of trauma, ineluding interpersonal violence.
Given that PTG, resilience and PTSD are coneepts rooted in Westem eulture, the term 
psychological recovery is used to address cultural bias in the research. Psychological 
recovery refers to a multidimensional constmet which encapsulates the distress and coping 
that may result in response to traumatic events. Cultural and contextual mediators are of 
particular interest as these are central to understanding posttraumatic trajectories within a 
socio-cultural context. Harvey (2007) suggests that the nature of the eulturally salient views 
on responses to adversity are cmcial to developing a multieultural understanding of 
posttraumatic outcomes. Tummala-Narra (2007) proposes that an ecologieal, multicultural 
perspective on trauma foeusses on the importanee of an individual’s capacity to process
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trauma, both internally and within community and family systems, in potentially 
transformative ways. Both of these authors draw on theory and praetice of eommunity 
psychology in order to evidenee their positions. This may have limitations for the clinical 
utility of their ideas, given that the majority of U.K. psyehologieal services and clinicians do 
not work within a community psychology framework.
The arguments outlined thus far point towards a gap in the theoretieal literature regarding the 
cultural factors involved in posttraumatic psychological recovery. Current methods of 
measuring and assessing people’s response to traumatic events are embedded in a Westem 
conceptualisation of psyehologieal functioning. This has implications for the clinical practice 
of applied psychologists working with culturally diverse populations. Several authors in the 
field recommend the use of qualitative methodology in order to explore cultural factors from 
a bottom-up perspective. To date there has been no qualitative research into posttraumatic 
psychological recovery for men of South Asian origin living in the UK; the present study 
aims to fill this gap.
I will now outline the aims and research questions for the present study before moving on to 
consider personal and professional influences on the research.
Aim and Research Questions
The aim of the present study is to gain an understanding of how assaultive interpersonal 
violence is experienced in a sample of South Asian men, including how psychological 
recovery is experieneed by the individual and the community.
This will entail the following:
Exploring the eultural values and assumptions that provide a framework for making 
sense of traumatic experiences in the family system and in the wider community.
Gaining an understanding of the processes involved in psychological recovery 
following an assaultive trauma.
Hearing about the nature of any changes that are deseribed as resulting from the 
traumatic event and how these are reconciled with valued scripts and world views.
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For a diagrammatic summary of the research questions- see Appendix A.
Influences for Carrying Out the Research
In Appendix B, I enter into some diseussion of my personal and professional influences for 
carrying out the research. I outline the personal and clinical experiences that have fuelled my 
motivation to explore the impact of cultural context on psychological recovery. I have 
endeavoured to outline own assumptions and expectations from the outset and clarify how 
these may have influenced the research process.
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METHOD
This section aims to: describe the epistemologieal position of the research; outline 
methodological considerations in relation to the research aims, including narrative and 
cultural psychology; outline the design and procedure of the study; and discuss the approach 
to analysis of data.
Methodological Considerations
Realist and Relativist Positions
The present study is concerned with exploring the meaning-making process that individuals 
undergo in the process of recovering from interpersonal violent assault. In order to describe 
and interpret the various factors at play in this process, the researcher’s position in relation to 
self and identity requires clarification. This is given the premise that the traumatic event 
itself in some way shapes the way the person views themselves, other people and the world 
around them. By beginning with a description of ‘realist’ approaches to self and identity, I 
shall outline what this study is not, before moving on to describe the epistemologieal 
position that I have adopted for the current research.
Realist approaches to selfhood and identity are based on the premise that there is an entity 
that exists ‘out there’ to be discovered, although the way in which this entity is 
conceptualised varies across differing schools of thought (Willig, 2012). In the experimental 
social psychology paradigm, it is assumed that a sense of self develops as a person becomes 
aware of their position as a unique processor of information; therefore allowing the 
differentiation o f ‘self from ‘others’. With roots in behaviourism, this paradigm purports 
that there are two main methods by which people attain knowledge of themselves: by 
introspection and by observation of our own behaviour (Crossley, 2000). Given that 
traditional behaviourist paradigms would criticise the study of introspective processes as 
‘unscientific’, this approach cannot offer the rich understanding of selfhood that the present 
study endeavours to achieve.
In contrast to the experimental approach, other realist paradigms offer a greater capacity to 
capture the unique experience of the individual. Humanist models such as that of Maslow 
(1972), place emphasis on an individual’s personal agency which drives them towards 
meeting their physical and psychological needs on the journey to achieve self-aetualisation.
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Crossley (2000) outlines how humanistie psychology and narrative approaches share 
foundations in existential and phenomenologieal philosophy which have importance during 
times of crisis. Humanistic approaches have been criticised by the psychodynamie paradigm 
on the grounds of privileging conscious processing over the unconscious, deeper 
motivational aspects of self. Potter and Wetherell (1987) criticised realist approaches for 
their assumption that the self exists as an entity and suggest a social constructivist position 
whereby the self if conceptualised as being both dependent on and inseparable from 
language and linguistic practices.
Social constructivism, then, is a relativist epistemologieal position which shares with 
narrative psychology an emphasis on language as a key mediator in self and identity 
formation. Crossley (2000) outlines the basic principle of narrative psychology as being “that 
individuals understand themselves through the medium of language, through talking and 
writing, and it is through these processes that individuals are constantly engaged in the 
process of creating themselves” (p.10). Narrative psychology by its very nature encompasses 
issues of temporality, connectivity and relational factors that influence how individuals 
create meaning in their lives. The importance given to language as a medium through which 
stories are told and meanings made allows for the influences of cultural and contextual issues 
to be explored, as discussed below.
Cultural Psychology
The present study is concerned with exploring the experiences of South Asian men; therefore 
cultural psychology is of relevance to the methodological approach undertaken. Cultural 
psychology is based on the theoretical premise that culture and behaviour are inseparable and 
that subjective meaning has salience in a research context. Cultural anthropology views 
culture as a coherent system consisting of symbolic meanings, which are transmitted 
between generations (Rohner, 1984). Within this framework, the system is maintained by 
sharing of meaning between members, and is not defined by any one individual, or through 
any visible, explicit cultural customs.
Authors in cultural psychology advocate for descriptive and interpretive methods, which are 
grounded in the culture of interest (an emie approach). Berry, Poortinga, Segall and Dasen 
(2002) suggest three points that characterise cultural psychology: Firstly, the cultural system 
itself is the subject of analysis (rather than the variables occurring within the cultural 
system). Second, the emphasis is on longitudinal interactions between the individual and the
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cultural environment and as such works on the assumption that culture is a dynamic, rather 
than static variable. Finally, the comparison of data is viewed as being of limited use, which 
makes intuitive sense given the assumption that individuals cannot be understood outside of 
their cultural context.
Narrative and Culture
McAdams (2003) suggests that self-coneept, identity and life stories are inseparable from 
one’s cultural context: “Life stories mirror the culture wherein the story is made and told. 
Stories live in culture” (p.200). From this perspective, life stories are important in defining a 
person’s individuality in the context of their social environment at a given point in history. 
Drawing on Erikson’s (1963) theory of identity development, McAdams conceptualises the 
formation of identity as a dynamic, integrative process which seeks to consolidate wide- 
ranging and conflicting factors. Identity formation is thought to develop in adolescence, 
alongside the cognitive capacity to achieve this complex task. Habermas and Bluek (2000) 
emphasise the necessity of four types of cognitive coherence in this process, namely: 
temporal, biographical, causal and thematic coherence. In support of this idea, Thome (2000) 
reports that episodic memories from the age of 15-25 are particularly emotionally salient due 
to the identity-forming processes occurring during this developmental stage.
Autobiographical, episodic memories, then, provide the ‘facts’ of a person’s life story and 
the extent to which some memories prevail over others may be culturally defined. 
Researching in a Western culture, Thome and McLean (2003) suggest traumatic event 
narratives are often volunteered as self-defining memories as they represent the individual’s 
stmggle to make sense of their experience. However, the very concept of self-defining 
memories may not have salience in a culture where personal story telling is not valued.
Leiehtman, Wang and Pillemer (2003) propose that self-eonstmal and autobiographical 
memory interact in a reciprocal manner over time. They suggest that the narrative 
environment in which an individual develops and their emotion-situation knowledge shape 
the way in which they remember and report life events. For example, researching in India, 
the authors found that participant beliefs about the meaning of the personal past (as 
irrelevant) affected their response to autobiographical questions. Comparing parent-ehild 
dialogue in India and the U.S., Leiehtman et al. report that there was less emphasis on degree 
of elaboration and focus on past events and a greater emphasis on cooperation with other
Major Research Project URN: 6154076
130
people in the Indian sample. This was in contrast to the U.S. sample where both shared and 
unshared past events were explored in detail with a focus on emotion and personal meaning.
Taking into account the arguments outlined above, it appears that the epistemology of 
narrative psychology is well suited to cultural research agendas. The freedom to occupy 
middle ground between a realist and constructivist position allows the exploration of both 
psychological and socio-cultural realities. Murray (2008) describes how narratives can be 
analysed at personal, interpersonal and societal levels in order to develop a psycho-social 
understanding of an individual experience, embedded in cultural context. Alongside the 
methodological rationale, Crossley (2000) outlines a moral imperative of providing 
subjugated people a ‘voice’ in a way that is sensitive to contemporary culture.
As outlined in the introduction, a narrative approach allows for personal experiences of 
traumatic life events and the cultural context in which they occur to be explored. Narrative 
methods also allow for exploration of personal identity construction and the examination of 
the temporal orientation of the story as a whole. These issues have salience for research 
concerned with the conceptualisation of psychological responses to traumatic experiences. 
Narrative methods are therefore a good fit with the present research questions which are 
eoneemed with developing an understanding of how assaultive interpersonal violence is 
experienced by men of South Asian origin.
Narrative research frequently uses small sample sizes as this allows for in-depth engagement 
with each narrative. In contrast to the nomothetic approach, this idiographic method of 
inquiry does not aim to provide neutral, objective and generalizable data (Murray, 2008). 
Rather, the aim of narrative research is to provide insight into a specific personal experience 
and understand how this is located in the psychological and social world. In this endeavour, 
narrative research necessarily does not ally itself to the pursuit of discovering reality and 
does not aim to reach conclusions that are representative of the wider population (Willig,
2012). The entire research process, including the framing of questions, the selection of 
participants and the interpretation of data are intertwined with the researcher themselves and 
shaped by their interactions across the research milieu (Crossley, 2000). Demonstrating the 
validity of findings in narrative research is thus of crucial importance.
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Validity o f Cultural Narrative Research
Greenfield (1997) has highlighted important considerations in terms of validity of cultural 
research. The first is concerned with the interaction between the researcher and the research 
participants. This is termed interpretive validity and implies “(1) understanding the 
eommunieational and epistemologieal presuppositions of our subjects, and (2) making sure 
all the data collection procedures conform to the presuppositions” (Greenfield, P. 316). 
Ecological validity is also of importance and is suggested to be enhanced by studying 
naturally oeeurring behaviour. Finally, theoretical validity implies that any theoretical 
explanations arising from the research data are credible and defensible.
Crossley (2000) outlines some of the key issues that researchers should address when 
justifying their narrative analyses. First is the issue of backing up arguments with illustrative 
examples, thereby ensuring that the analyses remain rooted in the data. Secondly, the 
arguments presented should be comprehensive, meaningful, plausible and theoretically 
grounded. Crossley suggests that a valid narrative analysis considers all of these factors 
throughout the process, from a reflective stance. Murray (2008) summarises some of the core 
principles for evaluating the validity of qualitative research more generally including: 
sensitivity to context; commitment and rigour; coherence and transparency and impact and 
importance. I have demonstrated sensitivity to context by exploring my own influences and 
assumptions in Appendix B and hope that this sets up a transparency in thinking that will 
flow throughout the paper.
In order to promote reflexivity during the research process, a research log (Appendix C) was 
kept to capture my initial thoughts following each interview and throughout the analysis of 
each transcript. One transcript and the analyses arising fi*om it was shared with another 
narrative researcher. She provided feedback and critical reflection through an independent 
audit process to ensure that the arguments were justifiable (See Appendix D). By adopting a 
reflexive position with regard to my analyses, the key ideas were subject to a continuous 
process of adjustment and were shaped by my own and others’ reflections. I found that 
explaining my developing arguments to peers and supervisors helped me to gauge the 
comprehensiveness and importance of those ideas.
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Setting
Participants were recruited from a physical health surgery clinic in London, UK. Referrals to 
the clinic come from accident and emergency departments, primary care services and other 
medical specialties. Following assessment and diagnosis, patients are managed either 
conservatively or through surgical intervention. There is no direct pathway to psychological 
care from the clinic; patients would be expected to access this through primary care services 
or GP follow-up.
Ethical Approval
Ethical approval for the study was granted by the associated NHS Research ethics 
Committee and from the University of Surrey Faculty of Arts and Human Sciences. The 
main ethical issues related to confidentiality and identifying and managing risk. Procedures 
were outlined for providing support if significant distress was identified in the course of the 
research. For evidence of NHS and University ethical Approval, see Appendix E. For a copy 
of the risk protocol see Appendix F.
Procedure
Identification o f Participants
The present study was conducted under the umbrella of a larger, quantitative, study into the 
prevalence of PTSD in the surgery clinic population. Participants for the larger study had 
been in attendance at the clinic as part of their medical assessment or treatment/follow-up for 
facial injury. For a flowchart of the research procedure, see Appendix G. The general 
inclusion criteria for the larger study were then, by default, used alongside specific criteria 
for the present research. Criteria for the present study were intended towards obtaining a 
more homogenous sample from within the heterogeneous sample of participants in the larger 
study. Inclusion and exclusion criteria are outlined below:
Inclusion criteria for the larger study:
1. Adults over 18 years of age
2. Experienced facial injury in the past two months
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3. Facial injury is due to traumatic aetiology
4, Has capacity to give informed consent 
Exclusion criteria for the larger study:
1. Severe head injury was sustained as a result of the injury
2. Any loss of consciousness as a result of injury was not longer than fifteen minutes in 
duration
3. Does not have capacity to give informed consent 
Inclusion criteria for the present study:
1. Male
2. South Asian origin. (Ascertained via self-report as Asian or Asian British ethnicity 
who identify as being of Afghan, Bangladeshi, Bhutanese, Indian, Iranian, Maldivian, 
Nepalese, Pakistani or Sri Lankan descent. This is in line with the United Nations definition 
of South Asia)
3. The event leading to injury meets the D5!M-/F (APA, 2000) Criterion A for a
diagnosis of post-traumatic stress disorder:
“ (1) the person experienced, witnessed, or was confronted with an event or events that 
involved actual or threatened death or serious injury, or a threat to the physical integrity of 
self or others (2) the person’s response involved intense fear, helplessness or horror.” (p.467)
4. The event will have arisen as a result of assault which is defined as “intentionally or 
recklessly causing another person to apprehend immediate and unlawful personal violence” 
(Crown Prosecution Service).
5. Ability to speak English without the use of an interpreter.
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Recruitment
Potential participants were approached for the first time either by me or by another member 
of the research team. If they were eligible to participate and expressed an interest in the 
study, they were provided with an information sheet (Appendix H) and were asked for 
provide their contact details. Participants were contacted by telephone or email within one 
and two months of having received the information sheet. Written consent was obtained 
either through the post or in person when they attended for the interview (Appendix I). 
Participants for the present study had all completed phase one of data collection for the 
larger study, some had also completed phase two or were due to in the near future .
Participants
During the course of the recruitment, there were 15 potential participants who met the 
inclusion criteria for the present study. All participants were approached by me or another 
member of the research team either directly when they attended the clinic or later by 
telephone. Interviews were then arranged by me through email or by telephone. Three 
potential participants declined to be contacted and a further three were not contactable. Of 
the nine remaining, two had moved away from the area and one opted out before the 
interview. Another potential participant did not attend the planned interview on two 
occasions. Therefore five participants took part in the interviews. If written consent had not 
been obtained previously, it was obtained before the interview. Where possible, participants 
were provided with the interview schedule (Appendix J) by email before they attended for 
the interview. All participants were shown the interview schedule at the start of the 
interview. Participants’ demographic information are summarised in Table 1. In order to 
preserve confidentiality, all names are fictitious. Detailed information about the mother- 
tongue or bilingualism of participants was not available, however English was spoken 
fluently by all participants. Anand was a recent migrant to the U.K., while all other 
participants were second or third generation migrants who had been bom in the UK.
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Name Age Ethnicity Duration 
since injury
Education Occupation
Hakim 21 Bangladeshi 4 months University Student
Anand 27 Indian 7 months University Management
Mustafa 37 Pakistani 6 months High school Clerical
Ishwar 27 Bangladeshi 3 months Post-graduate Management
Sumon 34 Bangladeshi 6 months High school Construction
Interviews
The narrative interview was designed to allow spaee for a participant to give their account of 
a particular life experience. The participant was free to tell their story in any way they 
wished and in that way it was not a structured interview but rather a spaee to hear their 
narrative of a certain episode in their lives (Murray, 2008). Mishler (1986) highlighted the 
importance of considering the interview setting as a contextual variable which affects how a 
given story is told. In relation to this issue, Crossley (2000) suggests that people’s narratives 
are constructed within the interactional dynamics between the interviewer and interviewee.
It seems that this process can occur at a number of levels; both explicitly through my role as 
a trainee, in my appearance and status as a researcher but also implicitly in how I may 
entertain certain ideas more than others during the interview. In order to allow consideration 
of these factors in the analysis of the narratives, I kept a log of thoughts, observations and 
impressions after conducting each interview (Appendix C).
As an interviewer, I set the scene of interest by informing the participant that I was 
particularly interested in hearing about how their life had been since experiencing a facial 
injury. Participants were shown an interview schedule, including prompt questions, which 
they were free to refer to during the interview. The schedule informed participants that they 
were free to tell their story in any way they wished and it was hoped that this approach 
would help to build rapport. Prompt questions included “what sources of support have been 
helpful since the injury?”, “how does your community react if something upsetting, like an
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assault, happens?” and “has there been any change in your outlook on life since the injury?”. 
Prompt questions were derived following an analysis of the research and theory questions 
underpinning the study. For a summary of the breakdown of questions, see Appendix A.
In addition to prompt questions, I summarised what the participant was telling me and 
reflected back the tone of the narrative, for example “that sounds very frightening” and “It 
seems that you found that helpful?”. When something was not clear or appeared to contradict 
earlier information, I would pause them and ask for clarification, for example “could you tell 
me more about that” and “could you help me to understand what that meant to you?”. 
Participants were free to tell their story in any way they wished and so the degree to which 
the focus was on the facial injury and its physical or psychological sequelae was defined by 
the participants themselves. Interviews lasted between 80 and 100 minutes. All interviews 
were audio-digitally recorded and transcribed verbatim.
Data Analysis
The method by which narratives are analysed is dependent on the research questions and 
epistemologieal position of the researcher. As outlined previously, I have chosen to occupy a 
‘middle ground’ between realist and social constructivist approaches. This position is in line 
McAdams’ (1993) understanding of self, identity and narrative in that “An interview can 
elicit aspects of that narrative, offering me hints concerning the truth aheady in place in the 
mind of the teller” (p.20). Based on McAdams’ theoretical underpinnings, Crossley (2000), 
suggests a number of stages by which personal narratives can be analysed. Given that this 
approach fits with my personal and methodological approach to the current research, I chose 
to use this as a basis for the analyses, as outlined below.
Step 1: Reading andfamiliarising.
Crossley (2000) recommends reading the transcript between five and six times in order to get 
a general overview of the structure and content. Murray (2008) suggests that the reading 
phase of analysis, although broadly descriptive in its nature, can reveal sub-plots and 
narrative linkages between these. A brief summary of the plot of each story was created at 
this stage in order to highlight the emerging issues in each narrative.
Step 2: Identifying narrative tone.
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As well as being eoneemed with the content of the story, narrative tone takes into account 
the way in which the story is told, in order to get a sense of the “emotional flavour” (Murray, 
2008, p. 122) of the narrative. In identifying the narrative tone of each story, I found it useful 
to reflect on how reading the story left me feeling, for example, did I feel a sense of 
optimism or pessimism? Was reading the story like being on an emotional rollercoaster or 
more like a steady train ride? Gee (1991) revealed the value of looking out for poetic 
qualities within personal narratives. I therefore noted the use of verse, proverbs and 
metaphor in order to capture the tone of the story.
Step 3: Identifying imagery and themes.
I took a systematic approach to identifying imagery and themes in parallel. This is because 
the use of imagery is often related to certain themes emerging from the narrative (Crossley, 
2000). Murray (2008) suggests that themes and imagery can be identified across different 
levels of context including personal, interpersonal and societal. These ideas were suited to 
my research aims and so I categorised the level at which the themes were situated in order to 
gain a richer understanding of the narratives.
Step 4: Weaving a coherent story.
Having broken down the narrative into issues pertaining to content, tone, imagery and 
themes, this stage of the analysis was concerned with bringing it back together in a coherent, 
holistic story. I aimed to build up a story, which was grounded in the data, using excerpts 
from the transcript to support my arguments. Crossley (2000) recommends that the 
researcher should “think while they write” (p. 102) in order to facilitate richer interpretations. 
Meetings with my project supervisor in which we talked through my arguments were integral 
to this process.
Step 5: Cross-analysis.
This final phase of the analysis was completed once a coherent story had been generated for 
each narrative account. I looked for commonalities and differences across the narratives and 
synthesised salient narrative themes across the accounts. I then returned to the narratives as 
wholes and built a conceptual framework that captured the essence of each narrative. I found
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that giving each participant’s narrative a short title that summarised their journey was useful 
in this endeavour.
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RESULTS
Overview
A convincing narrative analysis begins with a descriptive phase, where key issues are 
highlighted (Murray, 2008). I therefore begin the analyses with a brief descriptive outline of 
each participant’s story. The narrative tone (McAdams, 1993; Crossley, 2000) of each 
participant’s story is then summarised in order to provide some context as to how they 
related their story. The fullest account of the analysis cannot be presented here due to spaee 
limitations, however the salient images and themes that arose in each case are summarised in 
Appendix K. In conducting the interpretive analyses, I paid attention to different levels of 
interpretation including personal, interpersonal and positional levels (Murray, 2000). The full 
case analyses are beyond the scope of the current section but can be found in Appendix L.
During the interpretive stage of analysis, themes began to emerge which highlighted the 
similarities and differences across the narratives. Through my cross-analyses, I draw 
attention to these themes in order to highlight the narrative processes involved in 
psychological recovery from assault. The emergent narrative themes are divided across 
personal, social and cultural domains and direct quotations from the transcripts are used to 
ground the analyses in the data (Crossley, 2000). I then return to looking at each narrative as 
a whole and build a conceptual framework for synthesising the individual journey and 
trajectory of each participant. This process aims to highlight how narrative themes arising 
from the assault in each case have been reconciled, or not, with their life narrative.
Individual Case Analysis
Hakim
Hakim is a 21 year old man of Bangladeshi origin. He lives with his family in East London 
and has frequent contact with his extended family. He is in his final year at University, 
where he studies humanities. He was assaulted by a man who was known to him from his 
school days. It was an unprovoked attack which left him with a number of serious injuries 
“he busted my cheek, my whole nose was cracked”. Hakim described his disbelief and shock 
at what had happened to him “Oh my god, how can this happening?”. Hakim reported on his 
family’s reaction “They were shocked, my mum was basically having a go at me, my dad 
was upset”. Hakim described how he has been “depressed” and “worrying too much” since 
the assault. Hakim talked about his hopes for the future and how he thinks that recovery lies
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in improving his physical fitness, “I just want to get stronger” and in religious praetiees “To 
believe in God, to have my religion come first makes me feel stronger”. Hakim had forgiven 
his attacker “what’s the point of holding anything against him?” and expressed his wish to 
move on with his life “I don’t want to go around getting hurt; I want to get married and have 
children”.
The tone of Hakim’s narrative shifted as he told his story. It started with a tone of shoek and 
disbelief “I was injured so badly, the shoek of him beating me up, the shoek was immediate”. 
The tone then moved to one of fear, weakness and helplessness “I pleaded with him, I said 
sorry to him.. .then he threatened me”. The sense I got from reading the narrative was one of 
an unbearable and overwhelming sadness and a perceived inability to cope “Nothing 
compared to the pain I felt at that time, it was too much”. As Hakim reached the middle of 
his narrative, there was a change in tone to one of hope “I’m hoping that one day God might 
make everything better for me”. The narrative became more future-oriented and a tone of 
optimism emerged “If I think about the future, it’s a goal that I need to get.. .1 try to do 
everything I can to achieve it”. Overall, the narrative had a progressive tone; it weaved 
through the difficulties and despair and ended with a sense of hope and a positive direction 
for the future.
Anand
Anand is a 27 year old man of Indian origin. He migrated to the U.K. having completed his 
University education and works in a management role in London. Anand sustained a facial 
injury following an assault by three men. The assault occurred in the context of a night out 
with friends and was unexpected, “someone just started punching straight away”. Following 
medical treatment, Anand spent time at home recovering and had one month off work. His 
friends were his main source of support and he described how he minimised the impact of 
the event when relaying it to his family in India because “we are very emotional in these 
eases”. He described the main effects of the assault to be of a “moral” nature and denied any 
strong emotional effects “emotionally it did not put me back”. He described his quest for 
“justice” and his disappointment with the police involvement, “the only thing I got from the 
police was an incident number”. He said that he felt the whole experience had made him 
stronger and re-affirmed his “courage to fight and not to be the underdog”.
Anand’s narrative had a ‘protesting’ tone which was dominated by his descriptions of the 
process he went through in order to seek “justice” for himself and other “victims”. The
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emotional tone of his narrative was minimised through Anand comparing his own situation 
to others e.g. “people who are fighting in wars...I should not get myself down, they are 
much better than me”. However there are times when an angry, frustrated tone emerges fi*om 
the narrative, in relation to his feelings towards the attaekers “they’re always there in my 
head., .my anger, my desperation becomes to a very high extent”. When talking about 
moving on from the event, the tone was ambivalent, at times pre-oceupied with “justiee”, at 
others focussing on strengths and positive outcomes. A tone of strength is present in the 
narrative and comes to light when he is talking about his life since the assault “I’ve faced it 
and done whatever I can to stay on top.. .I’ve injected more strength inside of me”.
Mustafa
Mustafa is a 37 year old man of Pakistani origin, who lives with his wife and five children. 
He was assaulted by a group of “kids”, whom he confronted following a call from one of his 
sons in distress. The assault resulted in facial injuries requiring surgical intervention.
Mustafa “stayed in the house for a couple of weeks after surgery” and said he experienced 
feeling “jumpy”, nightmares and weight loss. He returned to his work but had been finding it 
difficult to “keep a lid on things” due to strong angry feelings. His main concern was for his 
children’s safety and saw his current role as a protector “to provide for my family and to 
protect the honour, the respect of my family”. Mustafa described how it had been difficult 
for him to talk to others about his experience because “if you haven’t got kids and haven’t 
been through what I have then you can’t understand”. He had also isolated himself from his 
social network due to feeling that he would be poor company, “I can’t see how people can be 
laughing and joking all the time”. Mustafa expressed that, whilst he had hopes for his 
children’s futures “a family life, a job, to be close to god” he could not think in any detail 
about his own future, “what’s the point when things can go so wrong?”
The primary tone of Mustafa’s story was that of anger, which was directed towards the 
assailants who attacked him “they pick on people, outnumber them and f**k them up 
because they think it makes them look hard.. .well more fool anyone trying that on me 
again”. Mustafa’s narrative was organised around the present and recent past and jumped 
between the two. It did not extend into a future narrative and this gave a sense of him being 
‘trapped’ and the narrative lacked coherence because of this. Due to the pervasive nature of 
the angry tone in Mustafa’s narrative, there was limited sense of reflection and empathie 
reasoning. For this reason, Mustafa’s narrative felt somewhat ‘empty’; his preoccupation 
with “being a father.. .protecting my family” was his sole purpose in life at present.
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Ishwar
Ishwar is a 27-year-old man of Bangladeshi origin. He lives with his family in East London 
and works ftill time on a postgraduate management training programme. Ishwar was 
assaulted by a stranger in an unprovoked attack as he was cyeling home from work one 
evening. He was punched once, in the face, and sustained several injuries “I knew 
immediately my nose was broken, felt my eyes swelling shut”. Ishwar described his sense of 
being “useless” in the immediate aftermath of the attack and was helped by members of the 
public nearby “they must have heard a commotion.. .and helped me out”. Ishwar said that he 
had initially felt “really bewildered” and “in shock” whilst he was in hospital. He explained 
how “not being a victim” was very important to his recovery and that he took an action- 
foeussed approach to “keep me focussed on solutions to get me over it”. Ishwar returned to 
work after two weeks and whilst he appreciated other people’s “warmth”, he reported that “I 
didn’t want to make a big deal out of it”. He talked about feeling “proud” at how he dealt 
with the incident and how he remained focussed on his goals for the future “I want my own 
place, a more secure job”.
The tone of Ishwar’s overall narrative was progressive; he moved from describing a sense of 
“loneliness” and feeling “out of control” to being focussed on being “self-sufficient” and 
“really keen to get back to life”. Within the dominant pragmatic tone were moments of 
reflection, which highlighted an underlying sense of vulnerability “If it had happened at my 
lowest point.. .1 don’t want to think about how it might have been for me”. The way in which 
Ishwar spoke of his family gave rise to a humorous tone, which highlighted the sense of 
difference that he described feeling in relation to them, “my mum thought that being at my 
Nan’s house was best...so anyone visiting would be better accommodated!”. Upon reading 
the narrative, there is a tone of emotional containment and a sense of personal agency that I 
experienced as open and hopeful.
Sumon
Sumon is a 34-year old man of Bangladeshi origin. He lives with his wife and two children 
and ordinarily works full time in the construction industry. His wife has a long term health 
condition, which “gets worse with stress”. Sumon was assaulted in his local area by an 
unknown assailant and suffered a briefless of consciousness. He described how he did not 
have many memories of the actual assaultive event “it’s not there in my head.. .1 must have
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been sort of stunned by it” but does remember being in hospital, in particular his wife’s 
reaction when she came to visit him, . .crying and wailing out loud, it was horrible, really 
horrible”. Sumon described how it was difficult to cope at home in the aftermath as his 
wife’s health deteriorated “my wife just wasn’t up to it, her energy was down”. He described 
his own feelings as “quite blocked out, quite numb in a way” and said that his main priority 
was to protect his children. Sumon made the decision to take his family to Bangladesh 
because he felt that “if I don’t do something then we might never recover”. He describes the 
trip to Bangladesh in transformative terms, in that his wife’s health improved and he too felt 
physically and emotionally better. Since returning home to UK, Sumon described a number 
of positive changes and a sense of heightened spiritual awareness “accepting what you 
cannot control.. .trusting that it’s all in god’s plan for you”. He also talked about his 
priorities for the future, in the light of his experiences, “it’s my family’s welfare that matters 
most, having a decent home, a father who works, who is a good role model...”
Sumon’s narrative was reflective and thoughtful. The predominant tone that emerged was 
one of optimism and personal growth. Sumon’s narrative was relatively stable and organised 
and flowed in a temporal sequence which gave it a sense containment. Through detailed 
descriptions and images, Sumon conveyed his story in a way that suggested a process of 
thorough exploration. There was a sense that he had overcome a very difficult time but was 
able to reflect back on it from a place of safety, “looking back, that was the easy part in a 
way, things got much more complicated when I got home”. There was a sense of 
humbleness, openness and commitment in Sumon’s narrative that was congruent with the 
spiritual nature of his experience.
Cross Analysis
All of the participant’s stories touched on how their experience of assault had affected their 
lives from personal, social and cultural perspectives. These perspectives were intertwined 
and are viewed by me, the researcher, as being interrelated. However, in order to aid clarity 
and to highlight the commonalities and differences across the narratives, I will now separate 
the themes that emerged within these three domains.
Major Research Project URN: 6154076
144
The Personal Domain
Identity.
For two participants, their narratives seemed to serve the purpose of confirming that their 
identity was unchanged by the experience of assault. For Anand, the biographical description 
of himself that he presented was one of a gregarious, resilient person, who “always takes the 
cream from every milk”. In order to maintain this identity, Anand appeared to minimise the 
emotional impact of the assault and in doing so placed it in the context of his life experience:
“I have been hurt in life a million times.. .1 always have the courage to fight and not be the 
underdog.. .it makes you stronger when you live through things like this”
Ishwar also described his sense of self as unchanged by experiencing assault. He too actively 
minimised the impact that the assault had had on his life and looked at his response to it as 
evidence of his own strengths:
“I can finally shake off the idea that I have depression.. .1 have realised that I still have that 
resourcefulness and desire to solve problems; make lemonade as I call it!”
Other participants appeared to be struggling with their identity following the assault. For 
Hakim, the experience had been devastating and left him mourning his previously healthy, 
strong physique:
“I was such a passionate body builder.. .Now I’ve got rashes on my skin, my hair is falling 
off.. .1 don’t look in the mirror, because that makes things worse”
Mustafa was also struggling to come to terms with what the assault meant about his identity 
as a father and protector of his family. He appeared to be trapped between imagining his 
ideal sense of self and the painful reality of what the assault meant about him as a person:
“I may be on the wrong side of thirty but that doesn’t make me an easy target.. .1 should be 
like a lion, protecting its pride.. .1 know I failed my son, it kills me”
In Sumon’s narrative, his identity appeared to be intertwined with his personal values, which 
had been strengthened as a result of experiencing a difficult time following the assault. His
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previous identity as a father, decision maker and earing family member appeared to have 
been reaffirmed and enhanced:
“In the aftermath, we were just surviving and getting by, I would never have sat around 
while our lives crumbled around us.. .something had to be sacrificed and it couldn’t be our 
family’s health”.
A similarity between Mustafa and Sumon’s reconstruction of their identity is that they both 
described themselves in relation to their roles in their families; there was little sense of them 
being separate, autonomous individuals. For the other participants, it seemed that their 
identity was both linked to and at times distant from their social selves. Ishwar in particular 
described himself as “having nothing in common” with his family and saw his recovery from 
the assault as an example of how he was better off being “self-sufficient”.
Acceptance.
Each participant appeared to be in differing stages of their journey in terms of accepting their 
experience of assault. Their level of acceptance also seemed related to their coping style, 
with some of them describing emotion driven, reflective practices and others describing 
more practical, normalising processes. Anand in particular appeared to find fi-aming his 
experience in the context of wider world events helpful in minimising the impact of his own 
situation:
“People who were fighting in wars.. .they survived that fate.. .1 just got beat up in Leicester 
Square.. .they are much better than me.. .mine was not so tragic like other people being 
stabbed or anything”
Ishwar appeared to have taken a practical, action-focussed approached to minimising the 
impact of the assault on his life:
“I remember lying there in the hospital bed, mentally planning how I could deal with work, 
with exams.. .1 had two weeks off work, then it was just back to usual. ..it happened, it’s time 
to move on”
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Hakim and Mustafa appeared to be in the midst of finding ways to aeeept what had 
happened. While Mustafa was consumed by a sense of on-going threat with a resulting drive 
to keep his family safe, Hakim described an on-going sense of shock and disbelief:
“When I was younger I used to win fights all the time, that’s why I was so shocked, that I 
lost so badly, I didn’t stand a ehance, he was so aggressive, he could have killed me.. .when I 
think about it now, I get tears in my eyes”
Having described the initial devastation, Sumon appeared to embark on a search for meaning 
in the early stages after the assault, asking himself questions like “why did this happen?”. 
Sumon engaged in a reflexive process throughout his narrative, where he returned to that 
question, in the light of the discoveries he has made. This resulted in him ending his story 
with a sense of aeeeptanee as he related the way that his experience had shaped his 
philosophy of life:
“I am thinking about it more as something that happened, rather than something that dictates 
my life.. .this whole experience may make me better able to find my way in the future”
Responsibility.
For all participants, the issue of personal responsibility for what had happened appeared to 
be salient. Anand and Mustafa used their narrative to place the blame on the assailants and 
on wider society e.g. “Fve come to the conclusion that these people are criminals” and 
“these people are just out for what they can get”.
Hakim, however, attributed his own ‘weak’ appearance as being to blame for why he was 
targeted, “he knew I was no match for him, he was smiling, he enjoyed it”. Sumon tackled 
the issue from the perspective of considering the stress that his wife and family had suffered 
as a result of what had happened to him:
“It was just so terrible, seeing her that way, so helpless.. .1 felt so useless.. .it pains me now 
to think of how my children didn’t feel safe”
Ishwar appeared to go about assessing blame in a practical manner. This was evidenced by 
his description of “rejecting” his mother’s theories and “testing out” his own hypotheses as 
to the motive of the assault with his peer group, before coming to rest on an explanation that
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put it down to “being in the wrong plaee, at the wrong time”. Like Hakim, Ishwar was able 
to imagine the assailant’s motives; “he must have been pretty desperate”.
Control.
This eoneept appeared related to blame, in that those narratives that emphasised the 
dangerous potential of other people to inflict harm tended to have less of a sense of personal 
ageney and control. For example, Mustafa’s narrative was dominated by his beliefs about 
other people being untrustworthy and malicious; therefore he had very little sense of safety 
or control in his own environment:
“I felt pretty down on myself, how can it be that a father eannot protect his son?...but now 
it’s different, it’s the anger that’s saved me I think.. .being peaceful doesn’t stop people 
trying to take what’s yours. ..if people see you as weak then they take the p**s, that’s the 
reality now”.
For Ishwar, a sense of control was very important to his ability to cope with and manage the 
reactions of his “very emotional” family members:
“I knew my mum wouldn’t hold up, most of the family wouldn’t, so I knew I had to take 
control of myself because if they saw me really distraught then that would make it even 
worse for them”
Regaining control of himself and his family’s needs was central to Sumon’s rationale for 
deciding to take them to Bangladesh:
“I could just see how quickly things might go downhill and I had to do something, as the 
man of family it was, still is my responsibility to do the best by them, to make wise choices 
on their behalf’
Issues of control did not seem as salient for Anand and Hakim within the personal domain, 
however, related dilemmas emerged for them from a socio-eultural perspective, as shall now 
be explored.
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The Social Domain
Familial relationships.
All of the participants narrated in a way that highlighted how their familial context had been 
involved in their recovery. For Hakim, Ishwar and Anand, differentiating themselves from 
their family appeared to be important:
Hakim: “My mum, she doesn’t understand, when I tell her I want to build my body up, to 
make myself feel better, she thinks I want to be fat, she’s Bengali and she doesn’t 
understand”
Ishwar: “My mum was in bits, my aunts too, lots of emotion, the men in my family 
expressed their anger, outrage, retribution.. .None of those interest me, it’s another thing we 
don’t have in eommon”
Anand: “We are very emotional in these cases, if I had told my mother the whole truth, she 
would have been like ‘oh no, my poor baby’ and that’s not helpful, it’s like giving too mueh 
attention to a blind person- it makes them uncomfortable”
Mustafa had imposed restrictions on his children and wife in a way that limited their 
opportunities for connection with others; “my sons used to do football, no more of that now” 
and “I said to my wife, don’t go round telling people.. .1 don’t want my kids singled out as 
targets”. Perhaps Mustafa was so motivated by a sense of threat and fear that he was unable 
to empathise with the needs of his family, which paradoxically undermines his stated wish to 
“be a good father, provide for my family”.
Sumon structured most of his narrative around his wife’s struggle with her health condition. I 
wondered if his descriptions of his wife as helpless and in need of care were a way of 
expressing his own state of physical and psychological wellbeing at times. His way of 
protecting his family was to be “constructive” and to fulfil his role as the head of the family. 
His focus on action was not acted out blindly; he sought counsel from family members and 
put his faith in god to guide him.
Sumon demonstrated his awareness of the disjuneture between his family’s emotional 
wellbeing and their social needs:
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“When we told them about going to Bangladesh [the ehildren]were not happy at all.. .1 
explained how they would leam different things.. .where their grandparents eome from, a 
different culture”.
This is just one example of how Sumon presented a sense of self that was deeply connected 
to his familial and social context.
Friendships and work.
Anand and Ishwar described how peer relationships had been more beneficial to them than 
familial relationships. For Anand, his fiiends’ view of him was important:
“My friends view me as a very tough person.. .they know what I ean tolerate and how Fm 
not easy to break”
Similarly for Ishwar, there was a support network of friends and eolleagues that he was 
grateful for:
“I had a small army of people, they were there for me, but not making a big deal out of it 
when there was no big deal to be made”
Reconnecting with people at work and “getting back on track” with his studies were 
important for Ishwar. He spent time after the interview asking me about the nature of my 
postgraduate studies and we shared our experiences around juggling the demands of further 
education. I wonder whether this narrative theme emerged as a result of my position as an 
academic researcher; perhaps he assumed I would be able to empathise with his stance.
For Hakim, it seemed that discussing his experience with friends had yielded mixed results; 
he highlighted how one of his friends from university had been supportive, whereas an old 
friend from his area had put him down:
“I could tell that he thought I was a loser.. .He was putting me down and saying that if it was 
him, he would have not lost so badly”
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Hakim narrated how he had distanced himself from his ‘old’ friends and had found other 
avenues of support:
“At University, I’m not like most Asian people, I have friends of all colours and races.
That’s better for me, I think, than being only friends with Bengali people”
It could have been that for Hakim, in the context of being interviewed by a white female, he 
chose to highlight this aspect of his social world in order to foster a connection between us. 
Hakim’s relationship with his culture arose in other parts of his narrative, as it did for all 
participants. I shall now move on to discussing some of the narrative themes to emerge from 
within the cultural domain.
The Cultural Domain
Religion.
For two participants, their relationship to religion was an integral part of their narrative. In 
Sumon’s ease, he brought his religious practices to the fore when describing the most 
distressing aspects of his experience:
“They [the doctors] thought I might need an operation on my eye and I remember praying 
then, praying to god for me not to lose my sight and praying that my wife will be safe and 
my children will be safe”
For Sumon, it appeared that praying had been instrumental in fostering his understanding of 
the emotional disturbance that he experienced in the aftermath of the assault:
“I had lots of quite vivid dreams... sometimes they were scary, really horrible.. .1 prayed that 
they were serving a purpose for me. ..I prayed that they were in some way a way of god 
helping me to heal, in my mind”
His stated “belief in god to protect” seemed to have allowed Sumon to approach his 
emotional upset from a curious position and as such allowed him to integrate distress as a 
necessary part of his “healing” journey and life experience. Hakim also spoke of his religious 
beliefs but there was the sense that unlike Sumon, he was still in the process of integrating 
his experiences and making sense of how his religious beliefs fit into this:
Major Research Project URN: 6154076
151
“I don’t go to mosque as often as I used to. Because of the feeling inside me, I was really 
upset. It doesn’t mean that I’ve lost faith in god, I’m a Muslim and I still believe in it, I was 
really disappointed though. I asking him, god, “how did this happen?” Then I asked myself, 
hang on a minute. I’m not even a good Muslim myself, I missed prayers for three weeks and 
then this happened”
Hakim expressed a desire to deepen his commitment to religion in the future, seeing it as a 
source of strength and protection:
“I’d love to start praying more again. When I pray I feel close to god, I feel that god will 
protect me; that bad things won’t happen. Lots of guys my age, they don’t pray but for me, 
it’s something that makes me stronger, being a Muslim”.
For Mustafa, the role of religious belief in his sense-making processes was not as dominant 
as for Sumon and Hakim, but there was a sense that this provided him with some space for 
reflection, amongst an otherwise action-focussed, chaotic narrative:
“I’ve spoken to god about it, I’ve asked him to protect me and my family and I’ve been 
searching for the meaning of this for me, through god.. .All of this crazy stuff that’s been 
going round my head, it’s all for a purpose, only god knows what that is. I spoke to people at 
mosque too; they were saying that if I can remain patient then I will come to see what the 
meaning of all this is. That’s easier said than done, I know that more than anyone”
In Anand’s case, religion appeared to provide intellectual stimulation, but it did not emerge 
as having a direct relation to his way of thinking about his experience:
“I am a keen reader of my family religion- Hinduism, I feel there are lessons to be learned 
from there, about compassion for others and so forth, but I also look at other religions and 
take what I like from them-1 would like to start my own religion!”
For Ishwar, religion was brought up in his narrative as a way of highlighting differences 
between his own and his family’s way of viewing the world:
“They are Muslim and I am an atheist, that’s another way in which I’m very different from 
them”.
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In summary, for some of the participants at least, religious and spiritual practices appeared to 
be a crucial part of them making sense of their experience. For Sumon, Hakim and Mustafa 
in particular, their religious faith provided a potential framework from which they could 
understand and integrate their experiences. Alongside religious and spiritual beliefs, most of 
the participants spoke of having a philosophy of life and all of them drew attention to their 
values and moral beliefs.
Philosophy, values and morals.
Some participants spoke in detail about their philosophy of life and how this has been 
challenged or changed in the wake of experiencing assault. Indeed, Anand in particular 
appeared to be ‘on a mission’ to express his ideas about the problems in society, and his 
solutions to them based on his personal ideology:
“People should not lose faith in society when something like an assault happens to them, 
they should be helped to find justice and that way they will not think that society has no 
morals, because that would be truly devastating”
Anand spoke about existential beliefs that pre-existed the assault and had been helpful in his 
moving on with his life: “it was not the last day of my life”. However, Anand did not appear 
to have integrated his emotional experience with his broader philosophy on life, and as a 
listener I was often left with a feeling of incoherence. It was as if at times his own experience 
and his views on society as a whole were not connected e.g. that he had coped by minimising 
the impact of the assault on himself but was angry at how the police had apparently 
dismissed his case and not helped him to seek justice. Prioritisation of continuity and 
coherence is a component of the Western conceptualisation of self, which may differ from 
the manner in which Anand learned to construct his personal narrative in his native India. 
Anand frequently brought Indian proverbs and anecdotes to his narrative, which led me to 
believe that his sense of self was deeply connected to his cultural origins.
Sumon brought a distinctly ‘moral’ dimension to his narrative and took a position of being 
both an agent in his own process of self-enhaneement but with an awareness and 
appreciation of his social and existential world. By taking this position, Sumon was able to 
narrate his story in a manner that made clear his ability to creatively respond to his social 
environment while keeping centred on family values:
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“I try to think of the positives and that helps.. .Stopping to realise the little things.. .1 focus 
on what I’ve got and not what I’ve lost.. .Those good feelings are taken into the home and 
experienced by everyone around you”
One of the unique aspects of Hakim’s story was the issue of forgiveness. This appeared to 
stem partly from his moral awareness, and partly from his insights into the local culture of 
young Asian males:
“Some people find it difficult to forgive but for me, I can do it. It’s in my blood. If I had 
decided I wanted to take revenge, I would lose again... .there is this group mentality, if you 
take on one Asian guy in East London, then there are twenty of them all there”
Shame and honour.
Rather than discussing broader philosophical issues, two participants narrated their 
experiences as being influenced by themes of shame and honour. For Hakim, the fear of 
bringing shame on his family seemed to have increased his feelings of isolation and his sense 
of self was connected to other people’s view of him:
“In Bengali tradition, if you have a fight with someone then people gossip. It brings shame 
on the family. If people heard about it then they would be shocked. They expect good things 
to happen and for people to be good. I told my dad not to tell anyone, because it’s 
embarrassing. I don’t want people talking about what happened, I want everyone to think 
I’m doing ok”
Mustafa used themes of shame, honour and respect to narrate his understanding of the mind 
set of others and to give further rationale for his drive to protect his family:
“It used to be that you can be the bigger man, the better man, fight shame with honour and 
all that.. .Keep your family’s honour at the top of your list, don’t do things that bring shame 
to your door. But with people like that it wouldn’t work.. .you can’t fight shame with honour 
if the person you’re up against has no sense of shame at the end of the day. You’ve got to try 
something else...that’s usually violence, aggression, that’s the only thing they will 
understand”
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Whilst Mustafa had re-evaluated his beliefs in the light of his experience, resulting in a more 
aggressive approach, Hakim appeared to think of the future in terms of distancing himself 
from his family in order to forge his own path:
“I don’t want to stay the same way I am now, I want to finish University, become a teacher 
and get a house. I want to keep my distance from my family and all the gossip and make a 
new start”
Issues of shame and honour appeared to provide Hakim and Mustafa with a challenge that 
needed to be negotiated. Both of them evaluated shame-related beliefs in their community as 
being unhelpful for them and they both broadly attempted to remove themselves from this 
framework, with each narrating different ways of doing this.
Conceptual Framework
By looking across the narrative tone, temporal orientation and themes to arise from the 
participants stories, it has been possible to map their experiences onto a conceptual 
framework. I have adapted a framework outlined by Joseph & Linley (2005) for this 
purpose, based around the theoretical concept of growth following adversity. This appeared 
to be a relevant framework for a narrative approach as it encapsulates how each participant 
presented their story but also allows for a sense of the trajectory in their journey. I have 
incorporated ideas from Neimayer (2004) around narrative disruption, who postulates that it 
is through the failure to construct an adequate self-narrative and resulting processes of 
narrative repair that a more meaningful story can emerge. Janoff-Bulman’s (1992) metaphor 
of the “shattered vase” is used to represent how the assault experience can lead to the 
disintegration of the previously held life narrative.
I have used the terms ‘assimilation’ and ‘accommodation’ (Joseph & Linley, 2005) to outline 
the processes that follow the disorganisation that results from narrative disruption. 
Assimilation refers to a process of “partitioning off’ information that contradicts pre-trauma 
beliefs, in order to re-affirm the life narrative (Payne, Joseph & Tudway, 2007). 
Accommodation occurs when attempts to assimilate are ineffective and so narratives are re­
constructed in order to house and make sense of new information. Accommodation can 
occur in both positive and negative directions (Joseph, 2009). See Figure 1 for a 
diagrammatic summary.
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Ishwar’s narrative appeared to be stable in that his experience of assault affirmed his journey 
as one of overcoming struggles; as he had done with depression in recent years. 
Normalisation and minimisation processes seemed to allow him to put the whole episode 
behind him and focus on the future.
I have conceptualised Anand’s narrative as suggesting that he is ‘stuck’ between a process of 
normalising the meaning of his experience in terms of his sense of self and trying to 
accommodate what the event means for society as a whole. It felt like he had reached an 
impasse and could not integrate these two processes into a coherent narrative.
For Mustafa, there was a definite sense of him being ‘in the midst’ of trying to pick up the 
pieces of his shattered narrative. In his attempts to maintain a sense of safety, he appeared 
driven to assimilate his experiences and was not yet aware of or able to begin a process of 
revising his narrative identity.
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The sense of narrative disorganisation was most salient in Hakim’s case. The level of 
desperation and sadness that he expressed, however, paved the way for him thinking about 
his future and defining his values. Through his narrative he appeared to be accommodating 
his experiences in both positive and negative directions. This process seemed to be on-going 
for Hakim and whilst he was struggling, overall he was on a trajectory of growth.
Through his story, Sumon succeeded in acknowledging the traumatising impact of the 
assault and integrating this into a satisfying narrative identity. There was a sense of 
awareness of the psychological breadth of experience and a “commitment to achieving 
greater self-understanding, awareness and progression” (p. 156, Crossley, 2000) that is 
characteristic of growth/conversion narratives.
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DISCUSSION
This section aims to: summarise the findings of the research; discuss how the findings relate 
to existing literature; consider potential clinical implications; discuss the identified 
limitations of the research; and finally, present ideas for future research.
Overview of the Research
The aim of the present study was to gain an understanding of how assaultive interpersonal 
violence is experienced in a sample of men of South Asian origin, including how 
psychological recovery is conceptualised for the individual and the community. In order to 
achieve this, a narrative methodology was adopted which allowed for the exploration of 
socio-cultural influences from a relativist epistemological perspective. The underlying 
assumption of the narrative approach is that stories are the medium through which people 
construct their identity and make meaning of the events that transpire through life. In taking 
a reflexive stance, I endeavoured to make interpretations that were mindful of the 
interpersonal and positional context of the research interview. In doing so, I occupied a 
‘middle ground’; where the socio-cultural context of the person relating their story was as 
important as the personal realities that contributed to the content of their narrative.
The in depth analysis of individual narratives highlighted some of the themes and concepts 
that were salient at personal, social and cultural levels. While each narrative was unique, 
cross-analysis enabled exploration of how certain themes had been incorporated by each 
individual into their narrative journey. Narrative themes such as personal identity and 
responsibility, relationships with others and religious and philosophical beliefs shaped how 
each individual related and made sense of their experience. On reflection, it was difficult to 
construct integrated narrative themes from the data as there was a great degree of variation 
across the narratives. Analysis of overall narrative coherence and temporal orientation 
provided insights into how the narrative disruption brought about by the experience of 
assault had been reconciled with, or brought about changes in, an individual’s valued scripts 
and worldviews. Drawing on theories of growth following adversity and narrative disruption 
(Joseph & Linley, 2005; Neimeyer, 2004), the narratives were mapped onto a conceptual 
framework that provided an overview of the journey and possible trajectory of each 
individual.
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The findings arising from the analysis shall now be discussed in relation to the research 
questions and related theoretical foundations.
Discussion of the Findings
Meaning Making and Coherence
For the sample of participants involved in the present study, it seemed that personal meaning 
making was an important process involved in psychological recovery. The way in which 
each participant made meaning in the aftermath of the assault was different; although there 
were some similarities across themes such as identity, acceptance, responsibility and control. 
A recent review of the meaning-making literature demonstrated how the ability to make 
meaning from stressftil life events is related to both positive mental health outcomes and 
psychological distress (Park, 2010). It seemed that Ishwar and Sumon had made sense of 
their experience in a way that maintained their subjective sense of wellbeing. Hakim, Anand 
and Mustafa in contrast appeared to be struggling to reach an understanding of the event in a 
way that allowed them to feel at ease with their sense of self. From a cognitive perspective, 
Fivush (2008) suggests that these differences may be explained by issues pertaining to 
coherence, explanatory power and emotional expression in narrative. Ishwar and Sumon’s 
stories were both coherent and paid attention to emotion, in a manner that suggested 
containment. Their narratives had an explanatory quality which was manifest by their ability 
to reflect back on the past events and project forward into the future.
Perhaps then, the less coherent narratives from Anand, Hakim and Mustafa signalled less 
well developed and elaborated meaning making processes. Adler, Kissel and McAdams 
(2006) suggest that the attributional style of individuals remains consistent across significant 
life events. They suggest that people who tell stories with ‘contamination’ themes (when 
good things go bad and stay bad) are more likely to experience psychological distress. 
Mustafa in particular narrated his story along a ‘contamination’ theme and displayed the 
greatest amount of on-going emotional upset of all the participants. Conversely, stories of 
redemption (negative events turning out positively) have been linked to personal growth 
(McAdams, Reynolds, Lewis, Patten & Bowman, 2001). Sumon’s narrative explicitly drew 
attention to the ways in which he felt his family’s life had changed for the better, while other 
participants, such as Hakim, denied any positive outcome but alluded to personal growth 
through the progressive tone of his narrative. I shall return to the theme of growth later in 
this section.
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Leichtman et al. (2003) suggest that the degree of elaboration and focus on past events 
within a narrative may be culturally defined. As a researcher from a White British 
background, I am perhaps primed to view stories where the personal past, present and future 
are integrated and linked as coherent and meaningful. There is wealth of research to suggest 
that narrative coherence and wellbeing are related. However, Anand and Hakim both 
narrated in a way that was not ‘coherent’ in the Western sense. Both also spent time in their 
narrative educating me, the listener, about their cultural background. Recent research 
suggests that people who have an integrated cultural identity have greater narrative 
coherence than those who compartmentalised and categorised their cultural identities 
(Yampolsky, Amiot & de la Sablonniere, 2013). So for Anand, who was an Indian national, 
a management professional and an economic migrant, perhaps a perceived lack of narrative 
coherence was a reflection on his degree of cultural integration rather than trauma-related 
integration per se. For Hakim, a young British Bangladeshi man, transitioning from student 
to working adult and feeling disillusioned from his family group may have all affected the 
coherence of his narrative, notwithstanding of his experience of assaultive trauma.
Most of the participants in the present study had some bilingual ability and for Anand, 
English was his second language. There is research evidence to suggest that people may have 
different thought patterns when speaking different languages and that story schemas are 
culturally and linguistically specific (Minami, 2005). Furthermore, the participants may have 
used different languages in different settings and so for some of them, discussing a 
distressing event in English may not have been customary. The differences in the narrative 
content and coherence detected may therefore have been attributable to linguistic differences 
or may be artefacts of language acquisition in a bilingual context.
Responsibility
Murray (1997) has suggested that the therapeutic function of an illness narrative is to remove 
guilt from the narrator and clarify their relative degree of responsibility. All of the narratives 
touched on this issue and for some, it became a dominant theme. Research in the field of 
social cognition can provide a framework for understanding how issues of blame and 
responsibility vary across individuals. For example, Pettigrew (1979) defined the ‘ultimate 
attribution error’, where negatively valued behaviours are attributed to dispositional factors 
in the out-group and contextual factors in the in-group. This distinction helps to shed light on 
Mustafa’s narrative when he labels the “kids” that attacked him as being morally bereft, 
shameful people and his own aggressive position as being brought about by the brutal reality
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of his environment. There is some evidence to suggest that the dispositional and contextual 
styles of making attributions differs across cultures. Choi, Nisbett and Norenzayan (1999) 
found that Western people preferred to use dispositional attributions when interpreting 
behaviour while East Asian people used more contextual/situational attributions. Anand used 
contextual attributions for both himself as a “resilient” person who was living in a different 
culture and for the assailants, also assumed by him to be immigrants, whom he described as 
hailing from a background that made them “inhuman”.
Identity and Selfhood
Frank (1995) highlights how reconstruction of personal identity is an important therapeutic 
function of narrative. Self-constmal and identity reconstruction following a traumatic 
experience is thought to be culturally defined (Jobson, 2009; Van Rooyen and Nqweni, 
2012). Wang and Conway (2004) suggest a bi-directional relationship between the 
construction of a culturally-appropriate sense of self and autobiographical memory retrieval. 
Jobson (2011) found cultural differences in the orientation of trauma memories by their 
degree of autonomy and inter-relatedness. Specifically, people from collectivist cultures 
were more likely to experience greater distress when their trauma memories were oriented 
towards autonomy and people from individualistic cultures were more distressed when lower 
levels of autonomy were evident. These findings support those of Bemsten and Rubin (2007) 
who suggest that trauma memories can deviate from schema-driven expectations and thus 
have a salient impact on other memories and the self-concept. These ideas may help to 
explain the finding that Anand, Mustafa and Hakim appeared to be struggling to incorporate 
their assault-related experiences into an integrated life narrative. Perhaps too, Sumon’s 
decision to return to Bangladesh helped him to formulate his experience in a way that was 
consistent with his cultural belief system i.e. one that had an inter-related orientation. For 
Ishwar, his pre-assault belief system appeared to be more individualistically oriented and so 
an autonomous orientation for his trauma memory was in line with his cultural expectations; 
therefore less distress was expressed through his narrative.
Posttraumatic Growth
The nature of the changes that were experienced by the sample in the present study were 
evident in the content and structure of their narrative accounts. The overall temporal 
orientation of the narratives has been conceptualised by adapting the organismic valuing
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theory of growth following adversity (Joseph & Linley, 2005). As mentioned in the 
introduction section, current theories of PTG are rooted in Western conceptualisations 
(Tedeschi & Calhoun, 2004). Other authors have called for research that expands on the 
nature of the culturally salient responses to adversity, both internally for individuals and 
within conununity and family systems (Harvey, 2007; Tummala-Narra, 2007). I shall now 
discuss the findings of the present study in relation to PTG, highlighting areas where cultural 
factors emerged that point to potential developments in current theoretical understandings.
Tedeschi and Calhoun (2004) report that five dimensions of PTG have empirical support in 
an American sample: new possibilities; relating to others; personal strength; appreciation for 
life and spiritual change. All of these domains were touched on to a greater or lesser extent 
in the narratives examined for the present study. Importantly, in Tedeschi and Calhoun’s 
model, the family is viewed as the context from which individual growth can emerge. The 
theme of family relationships emerged as being important in all of the participant’s 
narratives. For Sumon in particular, his sense of self appeared inseparable from his family 
context and the process of his personal growth was intertwined with his family’s wellbeing. 
Berger and Weiss (2009) suggest that the family unit itself is capable of growth following 
stressful life events and they outline some of the ways in which family growth parallels 
several components of the PTG model.
Posttraumatic Growth and the Family
Patterson (2002) has explored the ability of families to thrive in the aftermath of stressful 
events from a stress and coping perspective. Underpinning the concept of familial growth is 
the idea that traumatic events have the potential to instigate change processes that produce 
structural and dynamic shifts in the system. The pre-trauma characteristics of a family are 
important mediators of the family response to life’s challenges. For example, family 
resilience (Walsh, 2003) and flexibility of family beliefs (Rolland, 2003) have been 
suggested as crucial factors in determining family functioning in the wake of stressful life 
events. These issues appear to have resonance in Sumon’s narrative, as his family had the 
pre-trauma experience of coping with his wife’s long term health condition. Sumon and his 
family responded to his assault experience with flexibility and in doing so facilitated a 
process of integration and growth of the family narrative. The cognitive process of 
rumination is central to the PTG model and can also be expanded to encapsulate family 
rumination in the quest for meaning making. Perhaps Sumon’s family trip to Bangladesh
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facilitated this process; allowing the family to return to the UK with a shared understanding 
and sense of collective meaning.
However, not all participant’s family systems responded in the same way. Hakim described 
feeling alienated from his family and berated their lack of understanding and support. Boss 
(2002) suggests that when a family is pushed beyond its usual realm of coping, the system is 
immobilised to the extent that problem solving and decision making processes are impaired. 
Pals and McAdams (2004) suggest that other people’s reactions to a person’s narration of an 
emotionally significant event shape the narrative construction. Perhaps then Hakim’s 
perception of his family’s lack of understanding discouraged him from telling his story and 
so prevented him and his family from processing the experience. This may explain in part 
why, in my conceptual framework, Hakim appears ‘stuck’ in the midst of accommodating 
assault-related information into a new life narrative. For Mustafa, his family story was one of 
loss, where their interactions, routines and structure had been greatly affected by his 
traumatic experience. Boss (2002) suggests that this can lead to a diminished sense of safety, 
pride and control within the family which interrupts the family narrative and which other 
authors have described as being akin to vicarious traumatisation (Wells, 2006).
Berger and Weiss (2009) cite the various challenges that families face in response to 
stressors and how overt symptoms of anxiety and traumatisation may be accompanied by 
generalised disturbance of the family dynamic such as impaired communication, reduced 
intimacy and diminished attachment quality. These issues were highlighted in Hakim’s 
narrative as he described his desire to re-eonneet with his mother: “paradise lies at the feet of 
the mother” but was struggling to overcome his feelings of abandonment: “she doesn’t 
understand me, I shout at her all the time, I swore at her today”. For Anand and Ishwar, the 
family response to their traumatic experience resulted in them distancing themselves from 
their familial worldviews and forging greater attachment to their professional and peer 
support systems. Both of them were in their late twenties, working in management positions 
and expressed a desire to do well in their careers. Pals and McAdams (2004) suggest that 
PTG is most likely to emerge when the challenging impact of the event on the self is 
acknowledged. However, this may be contrary to the cultural expectations of Anand and 
Ishwar’s professional and peer networks; thus distancing from their families (and their strong 
emotional reactions) allowed the impact of the assault on their sense of self to be minimised 
but this also minimised the potential for personal and familial growth.
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Cultural issues of shame and honour appeared to be instrumental in the family system 
response for both Hakim and Mustafa, in that it prevented sharing of the experience and thus 
impacted on potential avenues of meaning making and accessing support. Reiss and Oliveri 
(1991) outline how a community’s cultural beliefs affect the family’s interpretation of the 
event and the acceptable ways of addressing and coping with it. Patterson (2002) highlighted 
how the family identity and creation of new family world views are determined by the 
transactional interplay between the family and the social context. The community 
characteristics therefore play a crucial role in the family’s ability to adapt and grow in 
response to stressors. Perhaps then, family values of shame and honour represent cultural 
norms that are discrepant with the dominant norms that Hakim and Mustafa were also 
exposed to: In Hakim’s case, an educational environment and expectation to have a wide 
social network of peers and in Mustafa’s case an environment where an aggressive stance 
was more adaptive.
Posttraumatic Growth and Spirituality
Another dimension associated with current conceptualisations of PTG that emerged from the 
narrative analyses is that of spiritual change. Lancaster and Palframan (2009) explored the 
role of spirituality and self-transformation in the aftermath of major life events and found 
that spirituality was a significantly influential domain in the growth process. There are 
currently two items relating to religion and spirituality on the PTGI: “A better understanding 
of spiritual matters” and “I have a stronger religious faith” (p. 460,Tedesehi & Calhoun, 
1996). Joseph (201 lb) outlines problems surrounding the inclusion of religiosity and 
spirituality in definitions of PTG. He draws attention to the notion that increased faith and 
spirituality is not universally agreed to be predictive of positive, adaptive fimetioning. 
Nevertheless, in the present study, religious faith and engagement with existential matters 
formed an important theme in several participant’s narratives. I shall now discuss this with 
regard to possible theoretical implications.
Bray (2010) proposes that transpersonal psychology can offer perspectives on spiritual 
experience that take account of the cultural and experiential richness of growth in the 
spiritual domain. He suggests that the theory of PTG can be usefully merged with 
psyehodynamic theory of psycho-spiritual transformation in this endeavour. For example, 
Grof and Grof s (1990) concept of personal growth through transformational crises examines 
processes of “spiritual emergence” and “spiritual emergency”. Johnson and Friedman (2008) 
suggest that the process of spiritual emergence involves integration of spiritual experiences
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“to achieve expanded consciousness and maturity” (p.514) and that a spiritual emergency 
develops when this process causes a psychological crisis. This notion resonates with 
Hakim’s narrative, where he switches between describing his on-going commitment to his 
faith and his struggle to understand the meaning of his experience spiritually. Bray suggests 
that positive outcomes can arise from spiritual emergency such as a greater interest in living, 
openness to spiritual experience and expanded world view. Again, there were elements of 
these outcomes within Hakim’s narrative, and perhaps this goes some way to explaining 
why, despite the raw emotion, shock and distress within his narrative, there was a sense of 
hope and of transformation occurring in vivo.
Grof and Grof (1990) propose a developmental model spanning different levels of human 
consciousness to explain the experience of spiritual emergence and spiritual emergency.
They suggest that unconscious and conscious boundaries dissolve in the wake of a crisis, 
leaving the person with many physical stresses and painful emotional responses. Sumon, 
Mustafa and Hakim all described experiencing bodily symptoms such as weight loss, 
weakness and fatigue in the weeks after the assault, which they all attributed to the ‘stress’ of 
their situation. According to several authors (Bray, 2010; Johnson & Friedman, 2008; 
Lancaster and Palframan, 2009), it is through openness to experience that an ability to make 
meaning and integrate these changes in consciousness is developed, associated distress is 
reduced and an expanded world view formed.
Perhaps then, in Sumon’s case, his narrative reflected the fact that he had overcome a 
spiritual emergency and had constructed a narrative world of expanded meanings and 
possibilities. For Hakim, it seemed that in some ways he had integrated his experience; 
through forgiveness and through committing himself to his future goals, but still harboured 
some existential concerns that possibly require further integration before he can progress. 
Through Mustafa’s narrative, it appeared that he was in the midst of a spiritual emergency, 
struggling to make sense of what had happened resulting in him feeling extreme discomfort 
in a once familiar world. Perhaps Mustafa’s resistance to sources of support and avoidant 
coping style (reflecting less openness to experience) are what prevented him from engaging 
with spiritual questions and developing a new coherent life narrative from them.
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Clinical Implications
There are several clinieal implications arising from the present research. On a fundamental 
level, the results suggest that an understanding of self, identity and meaning making rooted 
in Western conceptualisations may not be culturally sensitive. This has implications for 
clinicians assessing people’s wellbeing following stressful life events. An incoherent 
narrative (and therefore inconsistent sense of self) is not necessarily a sign of pathology, as 
less individualistic cultures may not place value on consistency (Suh, 2002). Distress may 
instead arise from the perceived inability to engage in social roles, as was seen in Mustafa’s 
narrative and explained in Sumon’s narrative as the driving force for his decision making in 
the wake of the assault. Fernando (2010) explains how culture determines how emotional 
distress is understood and conceptualised and therefore how it is best resolved. Therefore 
emotional distress such as the anger and aggression expressed by Mustafa, could be seen and 
treated as symptoms of PTSD from a Western medical model. However, viewed in his 
cultural context, Mustafa’s anger could be seen as a coping strategy arising from a spiritual 
crisis, which could be resolved through promoting understanding and an openness to 
experience.
By using a culturally sensitive assessment and formulation, clinicians could avoid 
pathologizing an individual’s culturally defined beliefs. However, the current guidelines on 
formulation for applied psychologists acknowledge the gap between theory and practice of 
culturally competent models of distress;
“The concept of formulation, especially an individual one that prioritises internal casual 
factors, is itself culturally-based. Much work remains to be done to develop culturally- 
appropriate forms of formulation, along with mental health interventions in general” (p. 18, 
British Psychological Society, 2011)
Evidence based and culturally validated assessment tools may be of use in gaining an 
understanding of an individual’s perceptions of mental distress e.g. Barts Explanatory Model 
Inventory (Rudell, Bhui & Priebe, 2009). For someone like Sumon, who described his bodily 
experiences and distress as a necessary part of his healing journey, an appreciation of the 
cultural and spiritual understandings of recovery is paramount. For Hakim, who described 
his ‘weakness’ in bodily and spiritual terms, it made sense that he was seeking resolution 
through the quest for physical fitness and through religious practices. Culturally sensitive 
practise could be enhanced through the therapist having knowledge of relevant literature
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such as the medical systems pertaining to Islam and of the Ayurveda (Indian medical 
system). From these perspectives, treatment for mental distress is not differentiated from that 
for bodily illness and religious/philosophical dimension are incorporated into the 
understanding of the person (Fernando, 2010). Furthermore, incorporation of concepts from 
transpersonal psychology may offer rich insights into the role of spirituality in the recovery 
process (Bray, 2010).
The findings suggest that where individual psychological therapy is indicated, that it should 
not be automatically assumed to serve the purpose of increasing a sense of autonomy and 
self-aetualisation. Increasing engagement in social roles or with existential dilemmas may be 
more therapeutically relevant for people who have an interdependent or spiritually driven 
value system. The findings of this research also support the notion that disruption of one’s 
life narrative and the associated distress to arise from this is not necessarily pathological. As 
was seen in Sumon and Hakim’s narratives, their acknowledgement of the challenges and 
negative emotional effects had paved the way for new ways of thinking. For Ishwar and 
Anand, normalisation and minimisation of the personal impacts of the assault made 
ecological sense in their socio-cultural contexts. Overall, it is the processes that follow the 
narrative disruption and associated distress that seem to guide the recovery journey of the 
person. By viewing people’s experiences from a narrative perspective, it has been possible to 
gain a developmental view of their journey, which may have implications in the clinical 
setting.
The findings indicate that working from a narrative stance may allow for cultural influences 
to be taken into account in therapy. A narrative approach moves away from psychiatric 
diagnoses and pathologizing distress and allows for an individual’s struggles to be seen as a 
necessary process in the development of a new life narrative. Through a process of 
externalising the problem-saturated story, narrative therapists can help clients to identify the 
impact of it on themselves and others that they care for (White & Epston, 1990). Through 
narrative therapy, clients can be supported to view the traumatic event as one of transition 
and therefore be open to the possibility of new responsibilities and meanings. The concept 
of PTG has been used in this study as a framework for understanding the trajectory of the 
participant’s stories and may serve as a useful way of clinicians to formulate individual 
cases, from a positive psychology stance.
One of the main implications of the findings is the issue of PTG occurring in the family 
system. For Sumon and Mustafa in particular, their sense of self was inseparable from their
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family context and so any attempt to use an individualistic model of therapy would not be a 
good fit with their more collectivist worldviews. Systemic family therapy may be a useful 
approach, assuming that the therapist and service were set up to work with non-Westem 
cultural issues (McGoldriek & Hardy, 2008). Beyond the family system, a broader approach 
encompassing the judicial system and community structures may be beneficial. Anand in 
particular described his main source of stress as coming from his perception of feeling 
victimised in society and let down by the judicial system. He suggested that connecting with 
other “victims” may be a way of normalising the frustrations associated with the judicial 
system and foster a sense of hope.
Given that personal identity-based interventions are culturally limited, they could be adapted 
and merged with other modes of therapy to support clients who belong to different cultures. 
Multi-systemic, multimodal and multicomponent therapy models have been suggested as 
potentially more ecologically valid and culturally competent (Kira, 2010). Viewing the 
experience of assault and the personal journey that results from this from a multi-systemic 
perspective has the dual benefit of incorporating cultural understanding and highlighting 
relational factors. This is a move away from an individualised, pathology-focussed view of 
mental distress that would benefit service users who have culturally different understandings 
of psychological wellbeing.
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Limitations
The present study has yielded important insights into the nature of psychological recovery 
following interpersonal assault for men of South Asian origin. Narrative methods have 
proved useful in exploring the frameworks that underpin the meaning-making processes of 
the participants in their cultural context. It has also been possible to synthesise narrative 
psychology and theory of PTG to conceptualise some of the processes that occur for 
individuals in the wake of a traumatic event. There are however several limitations that 
warrant further discussion.
Firstly, and in line with the presuppositions of a narrative approach, the findings are not 
generalizable to other populations (Murray, 2008). The small sample size and in depth nature 
of the methods used do not attempt to produce data that are representative of all South Asian 
men or all incidences of interpersonal violence. Within the sample, there was considerable 
variation in relation to ethnicity and background. The use of a broad ‘South Asian’ category 
could also be criticised, as there are undoubtedly vast differences in culture and sub-culture 
within this geographical boundary. One participant was a recent economic migrant to the 
UK, whereas others were second or third generation migrants, with an established 
community network. This may mean that the findings are affected by issues of acculturation, 
which can have effects on social support, appraisal of societal attitudes and coping strategies 
(Berry, 2005). The sample was comprised of people living in a multicultural area of London, 
where Bangladeshi is the majority ethnic group. The findings are therefore influenced by this 
unique ethno-cultural community and could not be generalised to other South Asian men 
living in an area where they represented an ethnic minority.
The sample were drawn from a large pool of potential participants and it is likely that the 
people who volunteered for the study had a ‘story to tell’, each for their own purpose. I hope 
that this has been taken into consideration in my analyses through reflecting on the positional 
factors that influenced the way in which people told their stories. The research as a whole is 
considered to have been deeply influenced by my own values and assumptions and on these 
grounds its credibility could be criticised. The grounds for evaluating qualitative research are 
linked to the epistemological position of the researcher (Willig, 2012). I adopted a ‘middle 
ground’ between realist and relativist positions and have used reflexivity in a way to 
connects to this position. For example, in line with a realist position, I have attempted to 
enhance objectivity by being transparent about my own interests and concerns from the 
outset. I have also engaged in reflexive processes such as an independent audit of the
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analysis in order to enhance internal coherence and reader evaluation, in line with a relativist 
approach.
The research process was likely to have been influenced by my position as an ‘outsider’, in 
that I did not share the cultural background of the participants. From this perspective, it 
could be argued that my ability to meaningfully and accurately portray the participant’s 
stories was limited. It could also be possible that I over- or under- estimated the cultural 
basis of some of the themes that emerged from the analyses. The credibility of the findings 
could have been enhanced further by employing ‘respondent validation’ procedures (Dallos 
& Vetere, 2005), which would enable the validity of the findings to be assessed from an 
‘insider’ perspective.
Considerations for Future Research
This was a small scale, exploratory study that collected narratives from participants at a 
given point in time in their recovery. Some narratives reflected the earlier stages of recovery 
whilst others were reflective of a more integrated life story. Given that PTG is 
conceptualised as a process rather than an outcome (Joseph, 201 la), future studies might 
usefully compare the stories that people tell over different time periods. This could shed 
some light on the narrative processes that develop in relation to PTG over time. The present 
study goes some way to exploring the areas of growth that may be salient to South Asian 
men and larger scale studies could explore this further, in order to ensure a culturally driven, 
‘bottom up’ approach to conceptualising PTG for this population. The findings indicate that 
issues such as familial and spiritual growth are worthy of further exploration.
There is evidence to suggest that the structure of narrative accounts is culturally defined 
(McAdams, 2003; Leichtman et al., 2003) and therefore future research into trauma 
narratives should be conscious of not categorising ‘incoherent’ stories as being indicative of 
trauma-related pathology. This could have implications for research with refugee 
populations, where a coherent, consistent narrative may not be manifest due to the dual 
effects of trauma and culture (Crumlish & O’Rourke, 2010). The validity and reliability of 
future cross-cultural research may be enhanced by using methodology based on culturally 
relevant research paradigms. The use of cultural consultants and researchers from the same 
cultural background may be useful in this endeavour.
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Conclusions
One of the aims of the present study was to explore the processes that were involved in each 
individual’s psychological recovery from assaultive injury. Several salient issues have arisen 
out of the research, including those related to selfhood and identity, meaning making and 
responsibility. Theories of narrative coherence, attributional style and cultural variations 
surrounding integration of trauma-related information shed some light on these issues. 
Another aim of the research was to explore the cultural values that provide a framework for 
understanding the experience in the wider family and community context. Themes such as 
shame and honour, forgiveness, spirituality and the centrality of family safety emerged as 
important topics for some of the participants. For others, a sense of regaining their previous 
successful role as a successful working man was crucial and the importance of family values 
were moderated by the values attached to their professional community.
The final aim of the present study was to uncover the nature of changes that resulted from 
the assault experience and to find out how these had been reconciled, or not, with previously 
held world views. By synthesising the narratives into a conceptual framework, it was 
possible to gain an overview of this process of narrative repair and reconciliation. Stories 
were given a title that captured the tones, themes and temporal orientations including; 
‘thoughtful restitution’; ‘self-social impasse’; ‘surviving in chaos’; ‘struggling towards 
growth’ and ‘integrated philosophy’. Theories of personal and familial posttraumatic growth 
and the connection to spirituality were incorporated to conceptualise the complex interplay 
between personal, social and cultural factors that occurred in the aftermath of assaultive 
injury.
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Final Reflections
Through the process of this research, 1 have heard stories that have inspired me both 
personally and professionally, 1 was struck many times by people’s resilience and ability to 
adapt to and grow from a very upsetting and distressing life event. Having taken a positive 
psychology stance throughout the research, 1 have noticed changes in my clinical work. Just 
recently 1 was working with a woman who had experienced distress in relation to the 
diagnosis of a long term health condition. 1 found that using narrative methods was helpful in 
supporting her to explore identity and role transitions and allowed her to imagine a future for 
herself that was valuable and meaningful. Similarly, ideas from PTG have been incorporated 
into my clinical work; before conducting this research I may not have prioritized exploring 
the positive ways that people and families can change following stressful life events. 
Culturally responsive ways of working have long been an interest of mine and I have 
relished the opportunity to explore this in more depth throughout the process of the research. 
I hope that the theoretical and practical insights I have gained will develop further as I 
progress through my career as a clinical psychologist.
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APPENDIX A
Diagram of Research and Interview Questions
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Influences for Carrying Out the Research
Personal Influences
My interest in South Asian culture was sparked during the time when I lived in the East End 
of London in my early twenties. I had grown up and been to university in relatively 
culturally homogenous areas of the UK and found the experience of living in a majority 
Bangladeshi community enlightening and fascinating. Being White British in origin myself, 
it took time to adapt to living within the community and to discover the areas of difference 
and similarity that influence everyday life. I found myself cherishing the sense of community 
life and family values which living in the area afforded and only really appreciated these 
since moving out of the area due to work commitments. My desire to conduct research 
within the South Asian community in East London reflects both my personal affection for 
the community there and my intellectual interest in supporting the development of 
theoretical understandings which encompass the richness of one’s culture.
I am aware that I approach the present research from an ‘outsider’ perspective and a position 
of relative naivete. This probably has advantages and disadvantages. One of the advantages 
is that I will be more inclined to explore the underlying belief systems of the study 
participants and in doing so will gain insights that a researcher with the same cultural 
background may overlook. This will of course affect the interactional dynamics of the 
interview and may have an impact on the way that the participants tell their stories. 
Participants may have told their story in a different way and felt more comfortable in telling 
it if they assumed a level of shared understanding on the basis of ethnicity. There is some 
research evidence to suggest that when the ethnicity of the researcher is different to the 
participant, a higher trauma content is expressed through narratives of racism (Mizock, 
Harkins, Ray & Morant, 2011). Given that there may be issues relating to racism in the 
participant’s stories, on-going processes of reflexivity will be crucial throughout the 
research. This issue is discussed further in the method section.
Professional Influences
My curiosity around the different cultural understandings of psychology and mental health 
came to the forefront when I was working therapeutically with a lady of South Asian origin 
during my first year of clinical psychology training. By using an interpreter for the work I
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had the opportunity to collaborate in reaching a culturally sensitive psychological 
formulation of the presenting issues. The client explained to me what was important to her 
and the interpreter, who happened to hail from the same village as the client, provided 
insight into the cultural context as we progressed with the work. This experience helped me 
to appreciate the importance of exploring and really understanding the cultural framework of 
assumptions, beliefs and values that surround an individual.
Another experience later in training further highlighted to me the therapeutic value in 
exploring cultural belief systems. A young girl of mixed Asian origin had been subject to a 
sexual assault and was experiencing distress and symptoms of PTSD. The idea of telling her 
story and disclosing the details of her experiences in order to work therapeutically was not 
acceptable to her or her family. In this instance, I believe that inflexibly adopting a Western 
approach to individual therapy might have meant that she disengaged from services.
However, through careful exploration, we were able to name and reflect upon some of the 
cultural beliefs and implicit assumptions that were shaping her and her family’s coping 
responses. For her, connecting with other children who shared her cultural and religious 
background was more salient than the treatment approach typically on offer in the service.
My professional experience of culturally sensitive service delivery has been varied. Some 
services appear to address issues of diversity through policies and procedures aimed at 
increasing access for minority and ‘hard to reach’ sections of the community. This has often 
left me with questions around why the service is not accessible or acceptable to the people it 
serves. Is it because the very notion of talking to a professional about private family matters 
is culturally atypical? Is it because distress and struggles are viewed in a different way, one 
that is not seen to require outside intervention? Or is it because the services on offer simply 
do not resonate with cultural understandings of health and wellbeing? All of these questions 
drive me to explore these issues further.
Assumptions and Expectations
I am aware that my personal experiences have influenced my choice of research area and that 
my professional experience to date has been guided by my curiosity in working with people 
from cultures that are explicitly different from my own. I assume that my familial, cultural 
and historical roots have influenced my choice of career and my desire to connect with 
people in a therapeutic setting. My own experience of adverse life events and style of coping
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with these affects the assumptions I have around the ways in which people make sense of 
their experiences. My experience of working with people from different backgrounds has 
highlighted to me the limitations of applying Western psychological models in a ‘one size 
fits a ir fashion. I strongly believe that it is a duty of clinicians to think critically about our 
work and to challenge the dominant ways of working when they are not fit for purpose. This 
is perhaps what has motivated me to carry out a research project that explores human 
experience from a narrative stance that does not pathologize distress.
My friends tell me I am an optimistic person who tends to search for the positive despite the 
apparent negativity of the situation. I do believe that people can overcome even the most 
devastating of life events and lead a meaningful life. I assume that people are essentially 
motivated towards making sense of their experiences and that their cultural context is 
instrumental in this process. As a person, I am warm and friendly and I like to bring energy 
and enthusiasm to everything I am involved in. I understand that my own assumptions, 
values and personal demeanour will influence the research process, as will my role as a 
trainee clinical psychologist. I hope that my awareness of power dynamics and capacity for 
self-reflexivity will be instrumental in maintaining a critical stance throughout the research 
process. These issues are addressed further in the forthcoming method section.
Volume 1 : Submitted for the Degree of Doctor of Psychology (Clinical Psychology) Laura Marshall
189
APPENDIX C
Research Log
Volume 1 : Submitted for the Degree of Doctor of Psychology (Clinical Psychology) Laura Marshall
190
Research Log 
Participant 1- Anand
This man was smartly dressed, he mentioned that he had come from work and been very 
busy. He appeared confident and quite sure about himself. Very keen on wanting to 'make 
things better for others' and happy to help 'in any way I can'. As he spoke of what had 
happened in the assault, he appeared very 'matter of fact' about it. Very little emotion was 
conveyed throughout, apart from his anger towards the police and their inadequacies.
I was left feeling full of contradictions and I wasn't sure that he was as ok as he saying.
There was a level of anger, aggression towards himself and others that I found unsettling. 
Had he processed what had happened to him? Was his focus on the administration side of 
things a way of diverting away from the emotional side of things? Spoke a lot about 
morality and how important justice was for him and other 'victims'. But he did not present 
himself as a victim as such.
His verbal assertions around strength, resilience and so forth did not fit with the sense that 
he had not learned much about himself as a result of it all. Did he really believe that other 
people thought he was stronger? Interesting how he said he thought the attack was racially 
motivated and then used racist words and beliefs himself. Claimed to have a superior view  
of the world compared to others, but could not elaborate on what that was, where that 
comes from and what that means.
Participant 2- Hakim
I had to 'rescue' this man from the street before the interview, he seem ed lost and unable 
to find his way to the centre. I felt worried about him, he seem ed fragile. Very friendly 
disposition but seem ed rather uncomfortable talking about himself at first. Told a very vivid 
story of the assault. I felt so sorry for him and what he had been through, it felt very sad 
and like he was completely helpless. Constant use of word 'shocked' which appeared to  
have various meanings e.g. terrified, surprise, disbelief, shame, embarrassment?
He frequently referred to his size and body physique, as if he felt that this had led him to  
being targeted by the attacker. I picked up on his feelings of fear and anguish and sense of 
how terrible the whole ordeal had been. He talked in mixed ways about the support he had 
received. He talked of loving his mother so dearly and then said she was 'dumb' and he 
wanted to get away from her and his family and the area. He told me about his aspirations 
and hopes for the future and these seem ed to genuinely uplift him.
Talked about his conflicts surrounding religion, how it is of utmost importance to him but 
also something he cannot turn to in his time of need, as much as he might wish to. He 
helped me to understand how trapped he felt in his current situation but how his hopes for 
the future were driving him on. He seem ed to be in some ways resourceful by trying 
different things to help himself, but in other ways hopeless because everything he tried did 
not work out for him. I really feel that I wanted to help him if I could.
After the tape was turned off, I talked to him som e more on a clinical basis. He said he 
would like to try psychotherapy and asked me to forward som e details. I did so and he sent
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me an email, telling me that he thought I was a good listener and thanking me for helping 
him so much.
Participant 3-Mustafa
He arrived on time, was casually dressed. Not much 'small talk' or eye contact when I 
greeted him, made me wonder whether he was nervous or a bit socially awkward. Once we 
got started with the interview, there was so much anger and frustration coming from him, 
it took me aback at first. I remember feeling very concerned for him as it seem ed he was 
barely able to contain his feelings. He settled down after a few minutes but the tone 
remained earnest and full of fear. There was no humour or light heartedness to his story, 
making it intense and at time difficult to listen to for me.
He appeared to be caught in a double bind- of wanting to 'protect' his family, yet seem ed  
to be restricting their lives so much. No apparent insight into this. He spoke of his wife and 
of women in general in disrespectful tones- yet he talked so much of respect and how 
important that is to him. Jumped around his narrative-there was no 'flow' or temporal 
direction- if I tried to clarify things, it seem ed to unsettle him more. Has he told anyone any 
of this before? Is he in the midst of experiencing an on-going sense of threat? Is that why 
he could not take a reflexive position and why his anger was so unbridled?
As he was finishing off his story, Mustafa said to me that he thought he hadn't been very 
interesting for the research- was that a refelction of my responses towards him? I certainly 
was very interested but maybe I was more guarded and less relaxed that in other interviews 
where people said they had felt really listened to. It was difficult to relax with him, to really 
empathise with him because of his anger levels and disorganised narrative- there was little 
sense of safety for me or for him. I gave him information about local services that might be 
able to help, he didn't dismiss it like I thought he might, maybe there's a chance he might 
seek help, I hope so because his life right now is so full of distress.
Participant 4- ishwar
This participant was smartly dressed, he appeared slightly nervous but had a very warm 
demeanour. Dry sense of humour and quite self-deprecating, I felt comfortable in his 
presence. Told his story in a contained manner, but did not avoid the more emotive 
aspects. His story was easy to follow and he willingly returned to certain parts of it to  
provide more details when prompted. It appeared well thought out; he'd clearly told this 
story before.
He spoke openly about his struggle with depression, I felt his loneliness then and I thought- 
how brave of him to bring this up? He could have not mentioned that part of his life, but he 
chose to bring it here and weave it into his story. I had the sense that he had wanted to 
attend the interview as a way of testing out his story to som eone- som eone other than his 
friends/colleagues.
After the interview, Ishwar spent extra time filling out the quantitative forms, despite me 
having kept him overtime already. We spoke more broadly about the research and he 
asked about my doctoral qualification. He appeared very interested and said he would be 
very keen to see any publication that arose from the research. It felt like w e had a lot in
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common as we chatted, I remember thinking that I must remain aware of this as I analyse 
the results.
Participant 5- Sumon
Sumon was casually dressed with a very friendly, if slightly stressed manner about him. It 
seem ed that he had a lot on his mind to begin with- when we met, he had various plastic 
bags filled with fruits/vegetables etc, that he was struggling to keep from falling out. Once 
settled, the stress quickly subsided as he told his story. He was very reflective almost from 
the start, this gave his story a feeling of wisdom and thoughtfulness. He was very easy to 
listen to, a very effective story teller.
It's not that there wasn't real emotion to it, there was- his description of his wife's reaction 
was harrowing, really painful. The way he spoke helped me, the listener, to have a mental 
image or what he was trying to convey. His use of metaphor, expression and gesture 
brought his story to life in a way that no other participant had done. The way he spoke of 
his family was so filled with love and concern, it inevitable that I would warm to him.
Throughout his story, Sumon was humble, he did not take a 'hero' role, nor did he 
denigrate his actions. Instead he evaluated his decisions and experiences in the light of 
what he had learned; again, reflection was key. As he finished his story and left the room, I 
remember feeling uplifted, I felt very pleased for Sumon and slightly in awe of all he had 
managed to achieve since the assault.
Use of the research log
During descriptive and interpretive stages of analysis, I used the research log to reflect 
upon my position in relation to the participants and their stories. For example, I paid 
attention to whether personal feelings of empathy for a particular participant was having 
an impact on how I interpreted the tone of their narrative. I also paid attention to how the 
participants positioned them selves in relation to the research. Some expressed hope that 
their stories would educate and inform service delivery, som e showed an intellectual 
interest in the research topic and others commented on the therapeutic benefit of telling 
their stories. I considered my own position as a trainee clinical psychologist and the effect 
this had on power imbalances during the interview. To address power issues, adopted an 
informal, curious stance and was transparent with participants about my motivations for 
carrying out the research. It was hoped that taking steps such as sharing the interview 
schedule with participants would help to engender a sense of 'co-creation' between us and 
promote an equal level power dynamic.
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Auditor's Comments:
In auditing your analysis I read the interview transcript to familiarise myself with Anand's 
story and noted som e of my interpretations in the margin. I then read your full analysis, 
which I thought captured the tone of Anand's story very well. In particular, your 
interpretation of his 'educating' style of narrating and the sense that he was 'protesting' 
about the way his experience had been handled by the police resonated with my 
interpretation of his story. I thought you insightfully connected this tone to his 'quest' for 
justice. Your analysis of the positional level of his story sensitively explored the process 
between you both during the interview and the societal/cultural influences which seem ed  
particularly pertinent in his story.
I noted that in the Descriptive Summary you stated that the assault was unexpected, but in 
his opening account of the assault he takes responsibility for what happened and says "we 
just err, started up a brawl". I wondered if using the term 'totally unexpected' minimised 
his role in the events that led up to the assault. Also, in Anand's Story you mention that he 
positioned the assailants as criminals, but in noticed that how he positioned them changed 
during his story. Initially, he referred to them as "social enemies" and then as his story 
developed he identified them as career criminals involved in drug dealing. I found this 
interesting.
In the Interpersonal Level Analysis you reflected that the research context may have led 
him to 'deny or minimise certain personal aspects and emphasise his learning'. I am not 
sure how you come to feel finding was reflective of the interview process, so I wondered if 
this might be an overestimation. In my opinion, Anand stressed that culturally it was 
important for him to make meaning out of life. I therefore thought that his emphasis on 
'resituition' was consistent with how he was making sense of a range of experiences within 
his boarder life narrative. Specifically, it was important to his identity that he was a strong, 
determined, self-made, achiever. He contextualised his identity in his life experiences in a 
"tough" world, in which you have to "compete" and there is a lack of justice- possibly 
requiring a high level of adaptability and problem-solving. Avoiding emotion also seem ed to  
be consistent with his desired 'tough guy' identity and how he wanted to be perceived 
others.
I thought you generally analysed this concept morals and justice very well. However, I felt 
that identity, control and agency were particularly strong them es in his story which seem ed  
to underpin his pre-occupation with justice. It seem ed that the ending he experienced was 
unsatisfactory to him but he was powerless to do anything about it. Perhaps, his desire to  
regain power may have been used to make sense of his fantasy about violent revenge.
We can talk about this more when we meet.
Researcher's Reflections:
I felt satisfied with the auditor's comments around the tone of the story, we had a 
discussion about this and we both felt that that 'protesting' was the most appropriate 
description. We talked about the issue of the assault being 'totally unexpected' and I felt 
that this was warranted because this is the way that Anand described the assault for the 
majority of the narrative. I felt that the initial "we started up a brawl" comment was 
reflective of him beginning his narrative and not knowing how much detail to give. Further
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evidence for him being alone and finding the assault unexpected comes from him detailing 
how he could not have predicted that approaching the assailants would end in violence, 
and how his friends came later, after the assailants had run off. Therefore, there was no 
sense of "we" or of anyone starting a fight, apart from the assailants. For this reason, I kept 
the nature of the assault being unexpected in the results.
We discussed the point where the auditor felt I had over-estimated the contextual 
influences of the interview. I agreed with her point and adjusted my interpretation to take 
into account the cultural context. I checked across the other case analyses to ensure that I 
had not made similar over-estimations and made adjustments as required.
The auditor pointed out that them es of identity, control and agency seem ed to underpin 
Anand's pre-occupation with justice. I agreed with her suggestion and discussed how these  
issues had been picked up by me in the cross-analyses and represented a significant part of 
my final analysis. The auditor was satisfied with this and said that she felt the analyses were 
justifiable given the interview data.
Volume 1 : Submitted for the Degree of Doctor of Psychology (Clinical Psychology) Laura Marshall
196
APPENDIX E
NHS and University Ethical Approval Documents
Volume 1 : Submitted for the Degree of Doctor of Psychology (Clinical Psychology) Laura Marshall
197
NHS
National Research Ethics Service
NRES Committee Londori : # # # #
29 November 2011 
Dr I
Consultant CBnicW Psychologist
I NHS Foundation Trust
Dear Dr
Study tifile: Prevalence and Predictive factors o f  Post-traumatic
Stress Disorder (PTSD) and Psychological Distress 
among Survivdrs o f a Facial Injury 
REC inference:: .ipM B H H I;
The Research Ethics Committee renewed thé abo\æ application at the m eting held on 17 
No^mOer 2011. Thank you for spending to discuss the «Audy.
Ethical opinion
1. The Committee asked you that you have selected East London, vdtich has a mix of 
different im m unities and ethnicities, as the main geographical location for your study 
However, you have decided to exclude the population that d æ s not speak English. In 
Committee's view this was contradicting the main research objective. The Committee further 
suggested the use of interpreters to overcome this problem. You explained that since the 
interviews will t e  carried out at centres that are very busy, involving interpreters WII be qufte 
difficailt and would require a  :l<^  of time and resources. You further addte thsrt non English 
speakers are a very snraH proportion erf the overall population that you are looking to 
Include. The Committee hovmver reiterated that in spite of the above points, exduding 
non-English speakers Is still contradidory to your research otJjedlves. Moreo\^r It Is not 
ethical to exdude somebody Just based on language, espedaily when you need 
counselling. The Committee d so  agreed that cost cannot t e  accepted as a valid reason 
because suffident funding is available and can be used to source interpreters. You agreed , 
with Committee's comments. You agretel that since the Interpreters are normally used 
dinically, the study can be amended to source Inteipreters and Indiude the non-English 
speakers as well.
2. The Committee asked you If the questionnaires used In the study are validated 
questionnaires. You confirmed that these are Indeed the validated questionnaires.
3. The Committee requested you to explain the term "PTSD" in full In the Patient Information 
sheet. You agreed to amend and submit the revised PIS.
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4, The Committee requested you that oh the page 2 of the PIS, It should be made dear to 
the participants that any Information disclosed by them that Is tximln# in nature or any other 
information that Is required by the law to be dlsdosed by you, M l be passed on to the 
relevant authorities. You agreed to follow C(xnmlttee's 8dvii% and submit myised PIS.
5, The Committee noted that the section A22 of the NHS REC form states that in case any 
help or support is needed the partidpants will be referred to their GPs. The Committee 
agreed that some sort of spedalist support should be made avallade to the partidpants and 
this should be accessible Immediately If neteed. Referring to GP could caiise delays for the 
participants. You e>q:^ained that this Is Infad one cf the pdnts that this Mudy Is trying to 
establish. At the mornent you do not have psychologists available to offer support 
Immediately. The ÇornmKtee howewr rdterated that you steuld try and arrange some 
support for the participants. The Committee agreed that since you will primarily be involved 
with the research Itself, you will not be able to provide direct care to the partidpants if 
needed. You explained that you have teen  exploring what local sources and serWces are 
available so  that help can be provided If needed. You assured the committee that you will 
further find out If any support is available vathln |H HIM M BM HHiwlth regards to this.
You requested to get bmtir to the Committee mth a revised referral scheme.
6, The Committee noted that you propose to £10 to every partidpant tovmrds travel and 
time given towards the research. The Committee agreed thM since the participants would 
be travelling from a vrider area, some partidpants might be spending more on travel than 
the others. It would therefore be fair If actual traWIIng expenses are paid Instead of £10 to 
ev^ry partidpant. You agreed to comply with Committee's adWte.
The memters of the Committee present gave a  favourable ethical opinion of the above 
research on the basis described In the application form, protocol and supporting 
documentation, subjed to the conditions spedfied bdow.
Ethical review of research sites
NHS Sites
The favourable opinion apf^ies to all NHS sites taking part In the study, subject to 
management pennlsslon being obtained from the NHS/HSC R&D office prior to the start of 
the study (see  "Conditions of the favourable opinion* below).
Conditions of the favourable opinion
The favourable opinion Is subject to the fdlowing conditions being met prior to the start of 
the study.
1. The Committee requested for non-English speakers not to be exduded frorri you a s It is 
contradicting to the main research objedites.
2. The Committee requested that on the page 2 of the PIS, It should be made dear to the 
partidpants that any information dlsdosed by them thË Is criminal in nature or any other 
information that Is required by the law to be disdosed by you, will be passed on to the 
relevant authorities.
3. The Committee requested to explain the term "PTSDMn full In the Patient Information 
sheet.
4. The Committee requested that actual travel expenses should be paid instead of paying 
£10 to every partidpant, as that way it would be fair for all partidpants.
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5. The Committee requested to be provided with a revised direct referral scheme for 
participants who might need su f^ rt during the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
Management penntssion {‘R&D approval’) should be sw ght ftom all NHS otganisab'ons 
Invalvecl in the shidy in accxirdance with NHS research governance arrangements.
Guidance on applying for NHS permission for t^earch Is available In the integrated 
Reseandi Applic^ion Sv^em or at httD:/Avww.rdforum.nhs.uk.
Where a NHS organisation’s role in the study is limited to idendfying and referring potential 
partidpants to researth sites (‘partidpant idendftcaÿon centre’), guidance should be sought 
from the R&D office on die informaion it requires to give permisdon for this acdwty.
For non-NHS sites, site rrianagernerri perirnssion should be obtaitied /n atxordanœ with the 
prOœdures of the relevant host organisadon.:
Sponsors are not required to hodfy die CommiUee of approvals from host organisations
It Is responsibility of the sponsor to ensure that all toe conditions are complied with 
before toe start of toe study or its Initiation at a partlcuiar site (as applicable}.
Approved documents
th e  documents reviewed and approved at the meeting were:
Dœument Version Date
Covering Letter 28qctobef2011
Interview Sdiedules/Tcpic Guides 2 28 October 2011
Investigate»'CV 28 October 2011
Letter from Sponsor 250ctcberZ)11
Other: GP Letter -advising adion 2 09M«ch2Q11
Ottier: GP Letter - advising no actksi 2 09M«chZ)11
Otter: Peer Review Form 16 October 2011
O then0000000gggC harky Grant Award Letter 26 J»K»y2011
Participant Consent Form: Participant Consent Fmn 2 09Mwch2011
Participant Information Sheet; Participant Information Sheet 2 09 March 2011
Protocol 2 22 September 2011
Questionnaire: Life Events Cheddist
Questionnaire; MINI International Neuropsychiatrie Interview
Questionnaire: The Denriford/^peararjce Scale
Questionnaire; Demographic Sheet for Participants 2 28Oc*ob8r2011
REC application 28 October 2011
Membership of the Committee
The members of the Ethics Committee who were present at the meeting are listed on the 
attached sheet.
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statement of compliance
The Committee is constituted in aca>rdance vwth the Governance Arrar^ements for 
Research Bhics CCHTimittees (July 2001) and cwnplies fully mth the Standard Operating 
Proceduresfor Research Ethics Committees in the UK.
Ai^ er ethical review
ReportifKi requirements
The attached document “After ethicd review -  guidance for researcherf gives detailed 
guidance on reposting requirements for studies with a fawurabie opinion, induding:
#: Notif^ng substantial amendments
•  Adding new sites and investigators
•  Notification «^  serious breadies of the protooot
•  progress and safety reports
•  Notifying the end of the study
The NRES website also provides guidance on these t^ ics , which is updated in the light #  
changés in reporting requirements or procedures.
Feedbadc
You are inwted to give your wewof the service that you have received from the National 
Research Ethics Service and the appWkatlon procedure. If you vwsh to make your views 
known please use the feedback form available on the website.
Further informafion is available at National Research Ethics Sennœ website > After Review
Please quote this number on all correspondence
VWfti the Committee’s  best wishes for the success of this project 
Yours sincerely,
PP
Chair
Email; ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ M @ nhs.net
Endosuæs: List of names and professions o f merhbeis who were present at the
meeting and those who submitted written (xnnments 
’‘After ethical review -  guidance formsearchers’'
Copy to: lllljM  Foundation Tmst
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National Research Ethics Service
15  ^ December 2012
Dear
Study title:
REC reference:
Prevalence and Predictive factors of Post-traumatic Stress 
Disorder (PTSD) and Psychologicai Distress among 
Survivors of a Facial Injury
Many thanks for your letter granting us favourable opinion for the above outlined study.
We understand favourable opinion has been granted with conditions, which w e address 
below.
Conditions of the favourable opinion
1. We accept your request to include non-English speakers, on the understanding that 
we have chosen to investigate East London, an ethnically diverse population, and 
wish our findings to be representative of this population. We will use interpreters, 
sourced from the same organisations that we rely on for clinical use at the { j j ^ m
for the purposes of this research study for inclusion of non- 
English speakers. We have amended our research protocol accordingly (please find 
attached).
2. As requested by the Committee, we have amended page 2 of the Participant 
Information Sheet to make clear that any information disclosed by participants that 
is criminal in nature will be shared with appropriate professionals so that necessary 
steps can be taken to protect those concerned. (Please find the updated PIS 
attached.)
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3. As requested, w e have written out the term "PTSD" in full in the PIS (please see  
attached).
4. As requested, we have outlined that participants will be reimbursed for all travel 
expenses each time they attend the clinic, or in the case of Stage 3 of data 
collection, the Institute of Psychotrauma if that site is more convenient for them.
5. As requested, we have outlined a revised direct referral scheme for participants 
who might need support during the study. (Please find attached our risk protocol. 
The amendments are also outlined in our revised Research Protocol.)
Yours sincerely
Consultant Clinical Psychologist and Chief Investigator
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UNIVERSITY OF
Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics ' 
Committee 
University of Surrey
Laura Marshal i 
Olivia Breen
Trainee Clin cat Psvchologists 
SchoolcfP vch logy 
University ot surrey
Fatuity of
Arts and Homan Sciences
faculty o m *WBuWkg
F; +44 «014*3 6S9550 
www.suffeyjK.uk
3(/*fuly20a
Dear Leur* and Olivia 
Reference: 788-PSY-12 FEO/NHS
Title of Project: Prevalence and predictive facton* and post traumatic stress disorder 
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APPENDIX F
Research Risk Protocol
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Research Study : Care pathways 
All participants
-> asked for consent to contact GP re involvement in the study.
IF YES letter to GP sent informing of p f  s involvement, advising no action 
IF NO ^  no letter to GP sent
Pts meeting PTSD criteria for PTSD and /  or within clinical ranee for depression /  alcohol 
use /  substance use /  anxiety
informed by RA
ask for consent to inform GP
IF NO ^  provide signposting sheet and advised to contact GP should sx continue or
interfere with QoL. ________________________
Discuss options Clinician callback from within 24 hours
with pt: Direct to local MIND/ Samaritans service
Chaplaincy
IF YES provide signposting sheet, and send letter to pt's GP recommending referral to an 
appropriate local psychological service. Provide info for GP re most appropriate local care 
pathways for PTSD and other psych disorders (could include loP if pt within catchment
area), offering opportunity to discuss with CP if needed.________________
Discuss options Clinician callback from within 24 hours
with pt: Direct to local MIND/ Samaritans service
Chaplaincy
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Participants meeting criteria for 
PTSD, depression, alcohol/ 
substance use /  anxietv
Informed by RA 
Ask for consent to contact GP
IF CONSENT NOT GIVEN:
Advise to contact GP should sx 
continue/ interfere with QOL
Provide signposting sheet.
Discuss options with pt 
indicating a need for 
immediate support:
Callback from clinician at
within 24hrs
Direct to local MIND/  
Samaritans service 
Chaplaincy
IF CONSENT GIVEN:
Letter to  pt's GP recommending 
referral to  appropriate local 
psychological service, including info 
for local care pathways for PTSD /  
other psychological disorders, and 
opportunity to  discuss further with 
CP if necessary.
Provide signposting sheet.
Discuss options with pt indicating a 
need for im m ediate support:
-> Callback from clinician a t | ^ H |  
within
Direct to  local M IND/Sam aritans 
service
Chaplaincy
Maxillofacial trauma: Risk Protocol for participants responding positively to  Q. A3g from 
MINI depression sub-scale ('Did vou repeatediv consider hurting vourself. feel suicidal, or 
wish that vou were dead? Did vou attempt suicide or plan a suicide?!
PID:
RA:
Date concern arose:
In the past month:
1. Have you had tim es when you felt life is not worth living? Y/N
2. Have you felt hopeless? (eg, no plans for future /  pessimism about future)
Y/N
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3. Have you had any thoughts or images in your head about ending your life or 
harming yourself? Y/N
3b. Can you describe those to me?
3c. How often? In a typical week, how many days/hours might you spend
thinking about it?
3d. Are the thoughts /  images fleeting or persistent?
3e. How intense are those thoughts/ images on a scale of 0 -10?
4. Have you ever harmed yourself or felt like harming yourself in the past? 
Y/N
4b. If so, when?
What did you do?
Intention: Hurt self /  Ease emotional pain /  Die /
Other:...................................................................................................Was medical
attention necessary? Y/N Was medical attention sought? Y/N
5. Have you made any definite plans to kill yourself or harm yourself?
Y/N
5b. What in particular have you thought about doing?
5c. What preparation has been made (eg, buying or stock-piling tablets)
5d. Are proposed means readily available? Y/N
5e. Where? How? When?
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6. What stops you from acting on those thoughts right now? (eg, children /  
family/ religious beliefs /  other)
7. Is there anything that would happen that may make you more likely to act on 
those thoughts?
For low risk pts. who would like/ indicate a need for additional counselling support:
Offer clinician callback within 24 hours at I 
Referral to local MIND /  Samaritans 
Referral to Chaplaincy at
For moderate to high risk pts:
8. When you leave the clinic, how safe do you feel?
8b. Where are you going to go?
Who's going to be there?
What plans do you have for the next week?
If Pt can't give plans, seems isolated, preoccupied with thoughts of suicide/ self-harm:
9. Can you guarantee your safety overnight? Y/N
If No refer to A&E.
■> inform S H / N W / K R / A S
If Yes call GP fax letter of referral detailing MINI scores with copy of completed 
risk protocol requesting urgent psychiatric assessment.
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-> Provide support information on crisis services (A&E, GP, MIND, Samaritans, 
Chaplaincy)
inform S H / N W / K R /  AS
Clinician callback from within 24 hours to follow up
RISK IDENTIFIED
Accident and Emergency Psychiatric Liaison Service:
T h e J ^ ^ ^ ^ ^ I  Hospital Tel:
B H n o s p ita ^ ^  Tel:
Clinicians Tel:
APPENDIX G
Research Procedure Flowchart
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APPENDIX H
Participant Information Sheet
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PATIENT INFORMATION SHEET
Research Study:
An Exploration of Psychological Responses, among Survivors of a Facial Injury.
You are being invited to take part in a research study. Before you decide it is im portant fo r  
you to understand why the research is being done and what it wiii invoive. Piease take time 
to read the foiiowing information carefully. Talk to others about the study if you wish. 
Piease ask us if there is anything that is not d ea r or if you would like more information. 
Take time to decide whether or not you wish to take part.
Who are we?
We are clinical psychologists and psychological researchers based at the
a specialist provider of treatment for post-traumatic stress disorder (PTSD) 
and trauma-related psychological problems in East London. We are working with the 
the
Hospitals to conduct this study.
What is the purpose of the study and why have I been chosen?
The study is being carried out to help us better understand the psychological consequences 
of facial injury. We are particularly interested in how many people develop PTSD after 
suffering a facial injury, how people cope and what they may need to help them overcome 
any psychological difficulties. You are being asked to take part in the study w e are 
interested to understand how your facial injury has affected you. We will be asking 
between 100-200 patients to take part in the study.
Do I have to take part?
No, you do not have to take part. It is up to you to decide if you want to be involved. You 
are also free to withdraw at any time and without giving a reason. A decision not to take 
part or withdraw at any time will not affect your treatment at the
NHS any withdraw from
study, we will use the data collected up to your withdrawal, unless you tell us that you 
would like us to destroy this information.
How do I agree to take part?
If you agree to take part, you will be given this information sheet to keep and be asked to 
sign a consent form. After taking part in the study, the researcher will not ask you take part 
in any further research linked to this study.
What will I have to do?
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You will be asked to complete a range of questionnaires with the researcher that ask how 
the facial injury has affected you. This will be carried out just before your next appointment 
at the Surgery and should not take more than thirty
minutes.
We would also like to repeat the questionnaires at six-months to assess the longer-term 
impact of your injury. The researcher will contact you to arrange to m eet you at the clinic 
at a time convenient for you, or, if you prefer, to complete the questionnaires via the 
telephone.
When we contact you again at the six-month stage, you will also be asked if you would be 
willing to complete a longer interview with the researcher, which will in more in depth and 
last between 45-60 minutes. This will include questions about how you are coping with the 
consequences of the facial injury you have experienced. If you agree to this the researcher 
will arrange to m eet you at the clinic at a time convenient for you. The interview will be 
recorded on a digital audio recorder so that the researcher can transcribe (write-down) 
what you have said afterwards to analyse it.
Will I be paid any expenses?
Yes. You will be reimbursed for your travel costs each time you attend.
Will my taking part in this study be kept confidential?
All information which is collected about you during the course of the research will be kept 
strictly confidential. This means that your name, other personal details and what you say 
will remain confidential between you and the researcher. The clinical professionals involved 
in your care at the Surgery team will not have access to
the information that is shared during the interview. It will not be possible to identify you in 
any way in any way during analysis of data or in the write-up of the study results. If you 
take part in the longer interview, the audio recording of this may be transcribed using a 
transcription service. Any person providing a transcription service will be required to sign a 
confidentiality agreement prior to beginning the transcription work.
If you consent to take part in the research the people conducting the study will abide by the 
Data Protection Act 1998, and the rights you have under this Act.
When might you want to share information about me with other people?
The only time we might need to share information about you is if you tell us something 
during the research which makes the researcher concerned for your safety and/or the 
safety of others, or if you disclose that you have committed a serious crime. The researcher 
will be obliged to share this with appropriate professionals so that necessary steps can be 
taken to protect those concerned. However, this would always be discussed with you first.
Wiii my GP be involved in the study?
Your GP will be notified of your participation in the study, with your consent.
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If at any time your answers to our questionnaires indicate that you may be experiencing 
psychological difficulties, the researcher will discuss this with you and give you som e 
Information Leaflets about different mental health difficulties (e.g., low mood, worries, 
using alcohol to cope with problems). We will ask you if we can contact your GP and share 
the information that we have collected from you. If you agree, w e will write to your GP and 
recommend that they can m eet with you and, if you both think it would be helpful, to refer 
you to a service that can help you with these difficulties (we can advise them about this). 
You can choose for us not to contact your GP and for the information you have shared to 
remain confidential.
Will you look at my medical notes?
Yes. Relevant sections of any of your medical notes may be looked at by responsible 
from (this
always be som eone in the research team). This is to ensure that the data we record is 
accurate, e.g., the medical nature of your facial injury. We will not look at sections of your 
medical notes that are not relevant to the research data collection.
What will happen to the data collected in the research?
During the research all the information collected will be kept securely at either
This means no names, addresses, 
contact details or other data collected will be accessible outside of these services. All data 
will be anonymised (i.e., participants will be assigned 'codes') before being analysed and 
written up for publication.
The researcher and researcher's supervisor/s will have access to the information during the 
research study for supervision purposes. This is to ensure that that the study is being 
carried out properly. All will have a duty of confidentiality to you as a research participant 
and nothing that could reveal your identity with be disclosed outside the research site. Data 
collected during the research will be held for twenty years at the Institute of Psychotrauma. 
After this point it will be destroyed according to NHS Trust provisions for secure destruction 
of confidential data.
Study progress and the results of the research will be made available to the funding body. 
Charity at regular intervals. It will also be published in academic 
journals and presented at clinical conferences so other professionals can learn from our 
findings. It may be possible that something you say may be used as a direct quotation in 
articles written for publication. For all of these purposes, any identifying information will 
be removed and fictional names will be used to protect your identity so you are not 
recognisable. The results of the research will be made available to participants if interested.
Will the study affect me in any way?
Taking part in the interview should not cause you any harm. Similar studies in the past have 
been carried out safely.
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You may find som e of the questions are quite personal as they will ask you about the 
impact of the facial injury on your life now. If you find a question too personal or upsetting, 
you don't have to answer it. If you find any part of completing the questionnaires or 
interview upsetting, you can choose to take a break or stop the meeting. The researcher 
will be available to talk to you about any distress that you may be feeling and if extra 
support is required, will be able to provide details of where you can find this.
What might the possible benefits be of taking part?
We cannot promise the study will help you but the information we get might help improve 
the treatment of people with facial injuries who have psychological difficulties, such as 
PTSD. Psychological difficulties are not normally assessed by the team at the
Surgery. Therefore, a possible advantage of taking part may be that, 
if we believe you are experiencing psychological difficulties following your facial injury, we 
can help you access the care that you need, via your GP.
What happens if there is a problem?
We would not expect you to suffer any harm or injury because of your participation in this 
study. If you are harmed by taking part in this study, there is no special compensation 
arrangement. If you are harmed due to som eone's negligence, then you may have grounds 
for legal action but you may have to pay your legal costs. Regardless of this, if you wish to 
complain or have any concerns about any aspect of the way you have been approached or 
treated during the course of this study, the normal National Health Service complaints 
mechanisms should be available to you. These are outlined below.
You can contact the main researchers responsible for the study, either
You can also contact the Patient Advisory Liaison Service (PALSj 
PALS by asking at any hospital reception.
. You can also visit
If you wish to make a formal complaint, you can
NHS Trust, Healthcare Governance Directorate,
What happens when the research study stops?
Your the
regardless of whether the study is still being carried out. 
Who is organising and funding the research?
Surgery will continue as normal.
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The project is being organised by clinicians at the
I The project is being funded by | 
Has the study been approved by any committee?
Charity.
The study was given a favourable ethical opinion for conduct in the NHS by the 
Research Ethics Committee.
If you have any other questions or would like to discuss your participation in the study, 
please feel free to speak to me when I m eet with you, contact me by
on or me at
Thank you. Alternatively you may contact one of the researcher's supervisors at the
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Participant Consent Form
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CONSENT FORM FOR PATIENTS
Version 2 , 09.03.2011, Investigator  _________________ _______
Research Study:
An Exploration of Psychological Responses, among Survivors of a Facial Injury.
Please initial boxes to indicate agreement
1. I confirm that I have read and understood the participant information sheet (Dated 
09.03.2011, Version 2) for the above study. I have had the opportunity to consider 
the information, ask questions and have these answered satisfactorily.
2. I understand that my participation is voluntary and that I am free to withdraw at 
any time, without giving any reason, without my medical care or legal rights being 
affected.
3. I understand that relevant sections of any of my medical notes and data collected 
during the study, may be looked at by responsible individuals from
4. (all of whom are part of the research team) where it is relevant to my taking part in 
this research. I give permission for these individuals to have access to my records.
5. I consent to my medical notes being made accessible to the research team to  
ensure accurate data collection and for research administration
6. I agree to my GP being informed of my participation in this study.
7. I understand that if information is gathered during the research that indicates 
psychological support might be helpful to me, a letter saying this will be sent to my 
GP by the research team with copies of the questionnaires I have completed.
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8. I understand that anything I say in the audio-recorded interview may be used as 
quotations in the written research project and also in any articles that may be 
written for publication. If this happens, fictional names will be used to protect my 
identity.
(Please note you may or may not be asked to complete this part 
of the research)
9. I agree to take part in the above study.
Name of Participant Date Signature
Contact details (Mobile No, email, address)
Name of GP
Address and phone number of GP (if available)
Patient Identification Number for study
Researcher Date Signature
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APPENDIX J
Interview Schedule
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Interview Guide
Title of project: An Exploration of Psychological Responses among people who have 
experienced a facial injury.
The Idea of the interview is to hear your personal story of experiencing a facial injury. The 
researcher is particularly interested in hearing about what life has been like for you since 
the injury.
Please feel free to tell your story in whatever way you wish and begin your story wherever 
you feel comfortable. The researcher has som e questions that they may ask you at points to 
help guide you in telling your story.
Prompt questions:
What was life like for you prior to experiencing a facial injury?
How does your family/community react if something upsetting, like an assault, happens? 
Please tell me about the circumstances of your injury?
What was life like in the early days after the injury?
What sources of support have been helpful since the injury?
Has the experience of facial injury changed the way you view yourself or other people?
Has it changed the way other people view you?
Do you think that the injury has affected everyday life? If so, in what ways?
Has there been any change in outlook on life since the injury?
In addition to prompt questions, the researcher may ask you some questions to help clarify 
what you are saying, such as "can you tell me more about that?" or "could you give me an 
example of that?"
If you are asked a question that you do not understand, please ask to researcher to put it 
into different words for you.
If you are asked a question that you would prefer not to answer, please say so. You are free 
to tell your story in any way you wish.
If you would like a break during the interview, please let the researcher know and w e will 
happily allow for this.
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Images and Themes 
Anand
Concept Imagery Themes
Moral issues Humanity- "I've seen the 
toughest guy take pity on a 
beggar", social responsibility 
"people should not be too 
victimised to go out for a 
bottle of milk"
Morality of others in 
question, importance of not 
losing faith in society as a 
whole
Personal strength Life experience- "1 have 
explored the world, 
mountains, skiing, 
adventure". Unbreakable-"1 
will get what 1 want and I'm 
determined to do it" Other's 
perception- "1 should live up 
to expectations, even when 
I'm not as strong"
Striving to overcome 
weaknesses, taking 
knowledge and moving on in 
life, responsibility to 
demonstrate strength to 
others
Confronting death Philosophical- "Nobody is 
immortal". Reflective "the 
way 1 have seen my 
father...much more 
horrifying experience"
Death as part of life, tragedy 
befalls us all
"my experience was not so 
tragic"
Comparing self to others- 
"turn on the news...it helps 
me, in my head to know 
there's som eone worse off 
than me", humour- "I'm still 
a dog! It hasn't affected my 
normal life at all", culture- 
"not as shattering for me as 
it would be for a countryside 
girl in Kent"
Minimising own experience, 
drawing on past hardships, 
comparison on self to others
The drive to adapt and move 
on
Self as worthy of attention- 
"1 had this image of them  
[police] trying to help and 
that gave me a boost". 
Support from others- 
"It's like giving too much 
attention to a blind person"
Justice, validation by others, 
importance of empathy over 
sympathy, need to assert 
own agency
Hakim
Concept Imagery Themes
Change in personal 
appearance
Past physique "1 was such a 
passionate body builder", 
current negative self-image
Loss of former self, idealising 
past and denigrating current 
appearance.
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"I've got rashes on my skin; 
my hair is falling off", shame 
in appearance "don't look in 
the mirror, because that 
makes things worse".
Mind-body linkages Taking inspiration from 
others-"lf you look good, 
you feel good", past 
attitude- "1 was big, but 1 
was humble"
Confidence comes with 
physical prowess
Lucky to have survived Ferocity of attack- "If he had 
kept on hitting me anything 
could have happened, he 
could have killed me". 
Stance of attacker- "1 can 
remember his face, he was 
happy with himself'.
Overwhelming experience, 
powerless in the face of 
anger and strength
Awareness of own affect Sensitivity to suffering- "If 1 
see an animal that is hurt, it 
actually hurts me too", 
anxiety as innate feature- 
"I've got something inside of 
me that if anything happens 
1 get worried".
Emotional vulnerability, 
weakness
Meaning for family Familial shame- "He will say 
that if something bad 
happens that he doesn't 
want to tell anyone but I've 
heard him telling people", 
avoiding others- "He was 
calling me but 1 just ran 
away"
Bringing shame on the 
family, irritation at 
contradictions, desire to  
isolate self from others
Pathways to a happy future Respect for family "Paradise 
lies at the feet of the 
mother", forgiveness "It's in 
my blood", unconditional 
love "Even though we don't 
always get along and I'm a 
grown man, she still showed 
love for me and that 
mattered a lot".
Love and forgiveness are 
important
Existential struggle Religion as salvation "When 1 
pray 1 feel close to god, 1 feel 
protected", turning to God 
for answers "1 asked God 
'how did this happen?"', 
disappointment in self- "1 
stopped praying...l have 
sinned".
Relationship with god offers 
safety but also creates guilt.
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Concept Imagery Themes
Ideal self V. perception of 
self
Image of self "1 may be on 
the wrong side of 30 and a 
father, but that doesn't 
make me an easy target", 
role as father, "1 should be 
like a lion, looking after it's 
pride", failure of role, "1 
know 1 failed my son...it kills 
me"
Not meeting own idea of a 
'good father', protective role 
central in identity, failure 
and guilt
Distrust of society Let down by others, "it was 
a busy street corner and not 
one person came to back me 
up", others take advantage, 
"if people see you as weak 
then they take the piss"
Other people as a threat, 
cannot feel safe in own 
environment.
Reflection v. action Own emotional state 
"there's this energy in me 
now, this anger that 1 thin 
has been put there for a 
purpose", futility of 
reflection, "there's no more 
praying or thinking to be 
done" desire to be active 
"I've learned a lot of lessons 
and it's time to put that into 
action"
Thinking doesn't help in 
sense making, taking action 
is the only choice.
Focus on own role Outlook on life "I'm there to 
do my job as a father...to 
protect the honour, the 
respect of my family", alone 
in his endeavours, "It's 
nobody's job to do that for 
me", others can't help, "I've 
just got to get on and deal 
with it myself".
Responsibility for respect 
and honour of family, 
isolation
Living in present State of mind, "if I'm not 
worrying then I'm just trying 
to get on with things", 
cannot relate to old self, " 
can't remember the last 
time 1 really laughed at 
something", different state 
of being, "it's like 1 can't look 
at anything in the same way
Emptiness, sense of on­
going threat, cannot relax
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again".
Avoidance Minimising impact, "1 try not 
to talk about it...l just say it's 
all fine", hopeless future, "1 
don't think about the future, 
what's the point when it can 
all go wrong?" surviving in 
moment, "you can only fight 
fire with fire in these cases"
Can't reveal impact of 
assault to others, struggling 
regain control, future is 
unthinkable.
Ishwar
Concept Imagery Themes
Effects of the assault Immediate physical effects 
"eyes swelling shut...blood 
all over my jacket". 
Emotional effects "sobbing, 
just feeling really 
lonely...there was no-one [to 
comfort me]"
Damaged, broken and lonely
1 won't let this defeat me Early mind set "when they 
found me 1 was laying there, 
feeling like 1 was dealing 
with it". Reflecting on past 
lows "I'd had depression...l 
didn't want to regress now" 
Refusing to be a 'victim' "To 
be bigger than it...not be at 
the mercy of and under 
control of something else"
Control as central to coping
Self-sufficiency as highly 
valued
Managing own self care "1 
got to apply my own eye 
drops, ointments, 1 could 
feed myself" Appreciating 
other's care "In the hospital 
bed, feeling a lot of 
gratitude for their warmth" 
Resisting being needy of 
others " 1 really don't like 
depending on anybody...that 
helps in not feeling like a 
victim anymore"
Independence versus 
dependence
Making sense of the attack Empathy for assailant "This 
kid probably has a much 
worse life than me" Other's 
offering support "1 almost 
had a small army of people" 
It could have been worse "1
Compassion over revenge
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wasn't robbed or killed or 
anything" it wasn't personal 
"1 don't think it was anything 
about me...apart from 1 was 
there" Self as not to blame "1 
still have faith in the way 1 
was living my life"
Action focussed approach Desire to return to normal 
"I'd be out doing things, at 
work, going out, so to be 
bed-bound was boring" 
Relating his story to others "1 
certainly wasn't reliving it as 
1 was telling it... 1 gave off an 
air of: I'm fine let's just carry 
on" Other focusses "New 
diet...something 1 can 
control"
Problem solving and 
personal agency
Difference from others Female family members "my 
mum was in bits, my aunts 
too, lots of emotion" male 
family "Anger, outrage, 
retribution" Did not find 
responses helpful " None of 
those interest me...it's 
another thing w e don't have 
in common"
Distancing self from family
Benefit finding Experience not congruent 
with depressed self "Finally 
shake off the idea that 1 still 
have depression" Realisation 
of own strengths "That 
resourcefulness and desire 
to solve problems; make 
lemonade 1 call it!"
Self-discovery and reflection
Future oriented Moving on "1 can really 
consider it closed and have 
something else occupy that 
space in my head" New 
opportunities "most of my 
friends are married with 
kids...new social circles 
would be good" Work and 
moving out of home is a 
priority "That's the big thing 
1 want- my own place, a 
secure job"
Goals and aspirations
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Concept Imagery Themes
Initial devastation Wife's reaction "she was so 
upset...crying and wailing", 
Own reaction "so useless to  
do anything...not having a 
clue what had gone on" 
praying for a good outcome 
"praying to god for me not 
to lose my sight"
Confusion, bewilderment, 
upset
Search for meaning Asking self "how could this 
happen?" senseless nature 
of the assault, "1 felt like I'd 
been run over by a bus and 
for what? A mobile phone?" 
mind set of assailant "he 
must have been really 
desperate"
Difficult to comprehend, 
unbelievable, overwhelming
Constructive planning Informing family members 
"my sister...she broke the 
news to my parents", 
thinking of wife's wellbeing 
"1 just wanted her to be ok 
and managing at home with 
the children"
Regaining control
Decisive action Initial stresses "we were just 
surviving and getting by" 
Impact on family "1 would 
have never sat by while our 
lives crumbled around us", 
"something had to be 
sacrificed and it couldn't be 
our family's health"
Role as father, protector, 
responsibility
Emotional processing Emotional state "1 saw a 
three-legged dog and was 
overwhelmed by sadness for 
it", questioning life "1 felt 
really low...how senseless 
tragedies can happen" vivid 
dreams "sometimes they 
were really scary, horrible", 
tiredness "it was all- 
consuming" self-blame for 
wife's health "it was just so 
terrible, seeing her that way, 
so helpless"
Loss, sadness, sensitivity to  
suffering
Changes and improvements Physical tasks were helpful "1 
was helping my father-in -
Re-engagement with family 
life, role as carer and father.
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law on a new drainage 
system so I wasn't allowed 
to rest for long!", family 
support important, "having 
good food, cooked by the 
family, that helps healing" 
able to care for wife "she 
improved gradually too"
Life philosophy Noticing the little things "the 
sun was out and there were 
amazing smells in the air", 
consideration for others, 
"how a kind word spoken 
can strengthen their spirit", 
religious values affirmed 
"that's what we had to do, 
take time, have patience and 
trust in god" lessons for 
children, "having things like 
nice shoes and bikes to ride 
around on is all well and 
good but if you don't have 
the health and welfare of 
your family then it doesn't 
matter"
Appreciating life, not 
dwelling on losses, wisdom  
transcending generations
Future orientation Current stresses "I've got 
lots of things to sort out and 
I worry about them because 
it's my family's welfare that 
matters", moving on 
"thinking about it more as 
something that 
happened...rather than 
something that dictates my 
life", benefit finding, "this 
while experience may make 
me better able to find my 
way in the future"
Realistic, hopeful, va lues- 
focussed
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APPENDIX L
Full Case Analyses
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Results
Levels of analysis of Anand's story 
Personal level
Anand began his story with a detailed account of the assaultive event which conveyed the 
chronology and factual information to the interviewer. Reading it is akin to reading a script 
from a film and enables the reader to imagine the setting and course of events. I was 
curious as the lack of emotional content in Anand's initial description. Even the most 
distressing sections e.g. when he got up from the floor, covered in blood, unable to walk, 
were described in a detached and factual manner. Perhaps this factual account reflects the 
way in which Anand has gone about making sense of his experience; he views it as an 
unfortunate event, perpetrated by criminals and mediated by the biological effect that 
alcohol and head injury had on his reactions times and defence strategies. In this way, 
Anand could be seen as taking control of the event in his own mind, organising it and 
justifying it to himself and to me, the listener. Murray (1997) has suggested that the 
therapeutic function of an illness narrative is to remove guilt from the narrator and clarify 
their relative degree of responsibility. It seem s that the issue of personal blame was 
pertinent for Anand, as he returns later in the narrative to explain how he explored this 
with his friends, his martial arts instructor and his family.
Frank (1995) highlights how reconstruction of identity is another therapeutic function of 
narrative. Anand provided the background context to the assaultive event in terms of his 
life story. He described his life in India and documented the various struggles and 
experiences of violence that he has lived through. In this way, he seem s to be acting to  
minimise the impact of the assault on his personal wellbeing and frequently refers to  
himself as a 'strong' person. In doing so, he gives examples of other, 'weaker' people and 
how they may not cope as effectively as he feels he has. He denies the emotional impact of 
the assault and conveys his main struggle as coming to terms with the societal realities that 
the assault has caused him to realise. In this way, Anand's narrative becom es a 
commentary on social injustices and the 'moral' dilemmas that he has faced. He considers 
the implications for what he has learned on others and reflects on how his perceptions of 
society have been shaped for the future. The strong, 'macho' imagery that Anand 
frequently brings to his narrative cement the idea that he is a 'warrior', who will fight 
against and not be broken by the injustices in society. This fits with his biographical 
description of himself pre-assault, as a gregarious, resilient person, who always "takes the 
cream from every milk" and protests against those who take advantage of 'weak' members 
of society.
Interpersonal level
Anand relayed his experiences in the context of a research interview and this is likely to 
have influenced the way in which he constructed his narrative. There was an 'educating' 
tone to Anand's story, in that he appeared to be aiming to inform me, the researcher, of his 
discoveries. He described his struggle to gain a satisfactory outcome with the police in a 
way that engendered a sense of social responsibility. Anand appeared to be 'on a mission' 
to express his ideas about the problems in society, and his solutions to them based on his 
personal experience and ideology. Frank (1995) has described the process of telling one's
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story to an audience as 'witnessing' and suggested it as a feature of post-modern society. 
Crossley (2000) outlines the characteristics of 'restitution' narratives where a sense of 
action and problem solving are emphasised. Anand's narrative seem s to fit with the idea of 
'restitution', given the emphasis he places on striving into the future and his belief that the 
knowledge he has gained will help not just himself, but others, to progress. Frank (1995) 
criticises 'restitution' narratives on the grounds that they facilitate denial of the existential 
nature of life. In Anand's narrative, he addresses existential dilemmas when talking about 
his philosophy around death and appears to use this philosophy as a way of explaining how  
he has managed to move on from the assault- "it was not the last day of my life".
As the listener, I was left confused by Anand's story in the sense that he seem ed at certain 
times disconnected to the emotional impact of his experience and at other times, deeply 
affected by the meaning that his experience had for society as a whole. Perhaps my 
confusion arose from the sense that without the emotional processing to underpin them, 
his theories and ideas lacked a genuine 'historical truth'. Crossley (2000) reflects on how a 
'good story' maintains coherence and persuasive argument, despite factual elem ents that 
may be counter to the image that the teller wishes to portray. Prioritisation of continuity 
and coherence is a component of the Western conceptualisation of self, which may differ 
from the manner in which Anand learned to construct his personal narrative in his native 
India. These ideas may be further explored through consideration of the positional level of 
analysis.
Positional level
The explicit differences in the social positions occupied by myself and Anand are likely to 
have affected the manner in which Anand told, and I responded to, his story. As a person 
who had experienced an assault resulting in facial injury, Anand was tasked with relating 
that to som eone who, presumably, had not experienced a similar event. There were also 
differences in our gender and cultural background, which could have affected how we both 
determined the creation of his narrative. As a British woman, I was asking questions which 
would help to clarify my understanding of an Indian man. Anand's narrative frequently 
mentioned his desire to maintain distance from his family and how he felt that his own 
personal attributes had been the major protective influence in his recovery. These 
contextual factors may have also influenced why Anand did not emphasise the emotional 
aspect of his experience- perhaps relaying this to a female researcher would not have been  
congruent given the image of a strong male that he portrayed. Further suggestion of this 
was evident when Anand positioned himself in terms of his family "we are too emotional in 
these cases" and also in his cultural position of "not just living life but making meaning from 
it". There was a sense from his narrative that over-engagement with the emotion precludes 
making meaning and exploring social issues.
As mentioned, a key elem ent of 'restitution' narratives is the belief in solutions and 'denial' 
of existential questions (Frank, 1995). Anand's narrative was however tempered with 
existential concerns, which appeared to hail from his study of religious literature. So 
perhaps, the 'solution finding' stance evolved as a result of my position as a researcher in a 
Western oriented health context. In som e way, his philosophy on death and humanity 
allowed him to retain som e elements of his cultural context, delivered though his narrative 
in an attempt to educate me, the naïve listener. This ability, to "remain open to the 
mysteries of life and death" (p.l75, Crossley, 2000) is suggestive of a 'quest' narrative.
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which takes a position that it against social pressures. In his position as an immigrant from 
India, Anand may have developed ways of maintaining his cultural beliefs whilst combining 
them with an ability to relate to a foreign culture. Perhaps my initial confusion around 
Anand's narrative is a reflection of how this process is on-going for Anand, as he goes about 
adjusting to a potentially traumatic event in a different culture.
Levels of analysis of Hakim's story 
Personal level
One of the most striking aspects of Hakim's narrative was the sense that this was the first 
time he had spoken in any detail about his experience. This was highlighted by the way in 
which he started off his story in a fragmented way, as if he had not pre-rehearsed or told 
his story previously. Murray (2000) describes how at the personal level of analysis, stories 
form part of a person's self-care and this seem ed to be the process that Hakim was going 
through at the beginning. Hakim's description of the assaultive event was full of raw 
emotion, pain and disbelief. The image that Hakim portrays of himself is one of som eone  
who was defenceless, weak and an easy target. As the interview progressed, Hakim 
developed more of a coherent narrative which moved away from the initial shock and 
bewilderment that he described. One of the ways that Hakim appeared to sense of his 
experience was through linking his mind and body states to his social experience. For 
example, he told of how in recent years, he has lost weight and his body physique had 
changed. He uses the image of himself as small and weak in order to justify why he thought 
he was targeted and so badly shaken by the assault. Hakim describes his struggle to regain 
his previous physical stature in line with his experience of depression. There is a sense that 
he was attempting to use the experience of assault as a spring-board for making positive 
changes in his life, but struggling in his social environment.
One important part of Hakim's recovery experience appeared to be shame, specifically in 
relation to his family context. He described how his family's fear of shame precluded him in 
some ways of accessing support. Hakim described how he had felt guilty and to blame, not 
for the assault as much, but for the shame being involved in such an experience had 
brought on his family. Hakim appears to use his narrative as a means of exploring this issue 
and absolving himself of som e of that responsibility and in doing so expressed his desire to 
create distance from his cultural context. This stance created an opportunity for Hakim to  
relay his desires and hopes for the future, grounded in his life experiences prior to the 
assault. He highlighted how he had "always felt different" from him other family members, 
exemplified by his atypical choice of subject at university. In the latter parts of his narrative, 
Hakim brought forward his own values around religion and living a 'good life', which came 
with a sense of empowerment and hopefulness.
Despite this sense of him wanting to forge his own path, Hakim narrated examples of 
where his familial and cultural context had been helpful. Forgiveness emerged as a key 
them e which had supported his recovery and he described how his background had 
facilitated him in achieving this. A sense of love and commitment to his family and religion 
was evident when he was connecting his future hopes and plans to his relationship with his 
mother and to god. This process could be understood in terms of Ricoeur's (1992) theory of 
personal identity which entails both selfhood and sameness (being different from others
Volume 1 : Submitted for the Degree of Doctor of Psychology (Clinical Psychology) Laura Marshall
236
and maintaining this through time, respectively).Hakim's narrative allowed him to maintain 
a sense of personal identity and a commitment to this, whilst acknowledging the 
devastating impact that the assault had on his life.
Interpersonal level
The temporal orientation of Hakim's story shifted as he narrated it; it moved from a story of 
loss and what Crossley (2000) refers to as "living in the empty present" (p.149) to a story of 
growth. As the research aims of this study are to move away from a pathology stance and 
to explore positive outcomes, it is likely that this affected the way in which Hakim told his 
story. Perhaps he picked up on my wish to direct him away from a problem-saturated story 
and therefore spoke more of his hopes for the future. Another explanation is that when he 
told his story, I listened and explored it with him in a way that meant he was more open to 
other different perspectives. Perhaps his painful and harrowing initial account was a way of 
him 'testing out' whether I could tolerate the horror of what he had experienced. It could 
be that during the interview, Hakim was engaged in a process of constructing the meaning 
of the assault and his sense of identity 'in vivo'. This was certainly the feeling I was left with 
after the interview.
On reflection, it felt more personal and 'therapeutic' than other interviews and I was left 
with a sense of Hakim as a simultaneously fragile and yet determined young man. I moved 
from feelings of sympathy for his pain at the beginning to a feeling of admiration and hope 
by the end, which seemingly mirrored his own experience, "talking about it does help, I feel 
more positive, thank you". In line with the research protocol, after the interview I had 
followed up on email by providing a list of support services for Hakim to access in the 
community. He sent me an email thanking me for listening and praising my skills as a 
psychologist. I have been mindful of this during these analyses as this positive relationship 
may affect my interpretation of Hakim's story.
Positional level
My position of naivety as a researcher meant that Hakim had to explain the link between  
his experience and his cultural context. For example, he described his relationship with his 
mother as one where he felt misunderstood and negatively judged in the wake of the 
assault. Conversely, he explained how his loving relationship with his mother had been  
precious in the early stages of recovery and how he felt terribly guilty for he times he had 
lost patience with her. This dichotomous relationship was mirrored when he described his 
relationship with god, in that he felt in some way punished for not being a "good enough 
muslim" but had also saying that praying had helped him to feel protected. As his narrative 
developed toward a future orientation, Hakim expressed his desire to improve both of 
these relationships in order to lead a better life. This level of explanation may not have 
arisen if Hakim had been speaking to a researcher who shared a cultural identity with him 
as a young Bangladeshi male.
Hakim made efforts to explain to me how different he feels from his family, how the assault 
had also brought stigma for himself, and brought shame on the family. In som e ways,
Hakim described his concerns in a way that was consistent with a stereotypical 'young
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male' perspective e.g. his wish to build on his physique, to get 'stronger' and to have a 
career and family. In other ways, Hakim's narrative was counter to this perspective, for 
example, when he described his love of animals, his emotional reactions to other's suffering 
and his interest in history. Perhaps the explicit different between myself and Hakim 
prompted his exploration of these different, more atypical side of his identity. Hakim also 
spoke about his pride in having friends of different races, and how this has helped him to 
gain different perspectives on the assault experience. It seem s unlikely that Hakim would 
have highlighted these issues had he been talking to som eone who ostensibly shared his 
cultural background. Hakim came across as som eone who had engaged comprehensively 
with the emotional experience of being assaulted and had reflected extensively on what 
this means for him, both in the past, the present and future. This gave his narrative a 
genuine and consistent tone that seem ed full of opportunities for growth, despite his 
protestations that the assault could be in no way positive for him.
Levels of analysis for Mustafa's story 
Personal level
Mustafa's narrative was almost relentlessly focussed on the present moment and he did 
not appear motivated to reflect on his journey. His story therefore did not adopt a structure 
that allowed him to make sense of his experiences in a contextual framework. He described 
intense feelings of anger that were dictating his life at present and yet it felt that this anger 
was preventing him from moving on. The way he frames his anger as an "energy source" 
perhaps explains why he was unable to process it; he believed that it served a purpose for 
him. Because Mustafa does not have a framework for understanding his anger, he has a 
limited capacity for expression of other emotions which leaves him stuck. He presented is 
story in a way that left me thinking that he was hanging in 'limbo', unable to look to the 
past for wisdom or to the future for direction. Mustafa's narrative suggests that he has 
been 'surviving' since the assault but has not been able to compensate for his losses in a 
way that allows him to retain a sense of self that is acceptable to him. Mustafa's narrative 
seem s to fit with Crossley's (2000) conceptualisation of 'living in the empty present'.
Mustafa appeared through his narrative to be desperately attempting to create a sense of 
purpose in his life. He clings to his role of father and protector in order to give himself a 
sense of security. Yet this security is fragile, as is evident when he frequently expresses his 
concerns that he cannot possibly protect his family from everything; he wants to be the 
"lion, protecting it's pride" but admits "I failed my son...and that kills me". Mustafa had 
imposed restrictions on his children and wife in a way that limits their opportunities for 
connection with others; "my sons used to do football, no more of that now" and "I said to 
my wife, don't go round telling people...l don't want my kids singles out as targets".
Perhaps Mustafa is so motivated by a sense of threat and fear that he is unable to 
empathise with the needs of his family, which paradoxically undermines his stated wish to 
"be a good father, provide for my family".
Crossley (2000) outlines the other ways in which a narrative of 'living in the empty present' 
can manifest itself. In relation to Mustafa's narrative, his attempts to maintain the status 
quo seem  to have resulted in his life becoming devoid of meaning and coherence. Frank 
(1995) describes a 'chaos narrative', where the narrator does not appear to be configured 
by a temporal sequence and therefore can only "speak about oneself without being fully
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able to reflect upon oneself" (p.98). The purpose of Mustafa's narrative was not 
immediately clear; his use of metaphor e.g. "fight fire with fire" were used to highlight his 
strength of feeling but seem ed directionless. His life had been taken over by his experience 
of assault and his reaction was to fight this, but he appeared unaware of how this had 
resulted in him becoming more trapped and restricted by his anger. Crossley explains how a 
denial of one's own mortality prevents the person from maintaining a sense of continuity; 
this certainly appears to be relevant in Mustafa's narrative.
Interpersonal level
I remember feeling initially taken aback by Mustafa's level of anger at the beginning of the 
interview. My attempts to draw summaries and elicit emotional exploration e.g. "that must 
have been very frightening?" were met with affirmations of his vengeful stance, "This will 
never happen to me or my sons again. I'll make sure of that". At times when he did delve 
into his vulnerability in the aftermath of the assault, he again brought his narrative back to 
them es around his role as protector, "I'm not going to lie, it was hard...no one is going to be 
allowed to disrespect me or my blood ever again". I have wondered if my early line of 
questioning further cemented his narrative as one of defiance- in that I was not going to be 
allowed to expose him as weak or vulnerable, because that would be going against how he 
had constructed his identity since the assault. I remember feeling exhausted by trying to 
keep up with Mustafa's story and this echoed his own mental state at times, "it's draining 
for the mind, for your soul, to think about stuff in that way, it takes up a lot of energy".
Throughout Mustafa's narrative, he refers explicitly to feeling that other people cannot 
understand his perspective e.g., "I said that to my wife, she doesn't know how it feels, as a 
man... it's different for her". He also distanced himself from his brother's support by saying 
"unless it happens to you, you don't know how you're going to react". Mustafa's self- 
imposed isolation was perhaps influenced by his mistrust of other people's intentions, as 
exemplified by his thoughts about his work colleagues, "I'm not there to give them a load of 
drama and a story for them to chat to their mates about, no way". I have wondered  
whether Mustafa saw me as another person who cannot understand him and therefore his 
narrative was constructed in a way that did not really allow me to learn about him as a 
person. There appeared to be some level of acknowledgment of this at the end of the 
interview, as he said "I haven't probably been very interesting for you". The positional level 
of analysis may allow further exploration of this idea.
Positional level
There were times in Mustafa's narrative when som e of his assumptions about me, the 
researcher, came to the fore. When describing his wife's tendency to talk to her friends 
about the assault, he made a comment about women more generally, "She's a woman and 
women talk. I'm sorry to say that in the company of a woman but that's how it is". Mustafa 
positioned his wife and children as weak and vulnerable, which served to reinforce his idea 
of himself as their protector. It may have been that my being female was an incentive for 
Mustafa to emphasise his 'maleness', especially if he assumed that as a woman I could not 
understand or empathise with this part of him. Perhaps our ostensible differences resulted 
in further polarisation of Mustafa's stance. I wonder if I had been a male who shared his 
cultural background whether a different story would have emerged.
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There was a sense of feeling very let down by society in Mustafa's narrative, "It was a busy 
street corner and not one person came to back me up". I have wondered whether he saw 
me as just another person who is "only out for themselves". He appeared to have adopted 
a concrete way of viewing the world as a dangerous place in which other people could not 
be trusted. If this was the case, then it makes sense why Mustafa adopted a position of 
'defender/protector' for the research interview- he was left with little other choice. He 
could not have shown me a sense of vulnerability as this was have served to have 
undermined the identity he had built up since the assault. Indeed, towards the end of the 
narrative, he opened up about the feelings of fear that he has when he sees a group of 
young men, and then ended the conversation by recounting an interaction with a friend, "If 
you haven't got kids and you haven't been though what I have then you cannot 
understand" . After the interview with Mustafa, I was left feeling that he had been right, I 
could not understand him fully, but not because I had not been through his experiences 
myself, but because his narrative was structured in a way that prevented exploration and 
meaning making. I some way, then, I was left with a sense of frustration and 'stuckness' 
that probably approximated Mustafa's experience of life at present.
Levels of analysis for Ishwar's story 
Personal level
The primary function of Ishwar's story appeared to be that of normalisation. When talking 
about the assaultive event, Ishwar used language that conveyed the sense that he had been  
"in the wrong place, at the wrong time". In this way, Ishwar presented his account as 
unremarkable and something that had minimal impact on his daily functioning. In the 
context of his recent life story, however, Ishwar's descriptions take on another level of 
meaning. Having experienced depression for two years previously, Ishwar explained how 
the experience of assault had had transformative effects in the way he views himself now, 
"finally shaking off the idea that I still have depression". Key to this shift in his identity is the 
issue of control, a loss of which Ishwar described as being one of the most distressing 
aspects of the assault. His problem-solving stance and focus on action meant that he 
recounted his story in pragmatic terms, as if that period in his life had been  
compartmentalised, enabling to develop a narrative of "moving on" and "not making a big 
deal when there wasn't one to be made". Ishwar's narrative did not describe an 'ep iphan/, 
however there was a sense that the reconstruction of his identity is an on-going process, 
and that the assault was to him a building block in this process.
Ishwar's narrative was focussed on his personal journey and appeared to act as a vehicle 
through which he could make sense of his life over recent years and also think about his 
trajectory for the future. He was fairly dismissive of the roles and involvement of others and 
did not reflect in any depth on what the assault could mean culturally or in wider social 
terms. Ishwar also appeared to use his story to highlight the ways in which he was different 
from his family group and he described how, often in humours terms, he had rejected the 
offers of support of his family in order to maintain his treasured independence. Whilst he 
appeared to have experienced some positive outcomes following his experience, there not 
the sense of 'growth' in terms of engagement with existential and moral dimensions of life. 
Ishwar's worldview was predominantly 'rationalist' and as Crossley (2000) outlines, this 
stance can result in a 'surface' narrative that does not allow for deeper understandings
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about life to emerge. This can be further explored through the interpersonal level of 
analysis.
Interpersonal level
Ishwar's use of imagery and metaphor served to reinforce his rationalist viewpoint and in 
thejnteractional context of the research interview also served to divert exploratory 
questions. The structure of his narrative allowed him to maintain a future orientation and 
stay focussed on his pragmatic, problem-solving stance to move on with life and "make 
lemonade". Despite the limited opportunity for reflexivity that Ishwar's narrative provided, 
his narrative felt satisfying, it was 'neat', and it made sense. Perhaps through listening to 
Ishwar's compartmentalised story it was important for me, as a researcher, to not ask 
questions that might bring chaos or disorder to his controlled story. Ishwar made it clear 
through his descriptions of his family's reaction to the assault that he did not value or 
subscribe to their ways of making sense of what had happened. Perhaps I felt that by trying 
to explore this more with him, I would alienate him, by being another person who, like his 
family, does not have "anything in common" with him.
Having reflected on som e of the stories I had heard in the process of the research, where 
there seemed to be som e therapeutic or wider social reasons for the participant coming to 
tell their story. In Ishwar's case I was curious as to what purpose his narration fulfilled for 
him. His story appeared well-rehearsed and he had clearly thought about what his 
experiences had meant to him. Upon repeated listening and reading, there are moments 
where he appeared unsure and vulnerable, but these would be quickly diverted into 
conversations around the practical implications that his injury had had for him. I have 
thought that perhaps Ishwar had taken the opportunity to participate as a way of telling his 
normalising story to a different audience which may have served to increase his confidence 
that he was coherent, that he had truly "moved on". Indeed, he recounted how "proud" he 
felt at being able to tell his story to work colleagues without getting emotional or "making a 
big deal" of it so in a way perhaps him telling me was further support for developing his 
"non-depressed" and well-functioning identity.
Positional level
Ishwar and I were of similar age and educational level and so shared som e cultural 
expectations in terms of our life stages. He told his story in terms of his values around his 
career and social life and emphasised his desire to assert his independence and adhere to a 
progressive future orientation. Ishwar spoke about his need for control over his life and 
normalised his experience in a way that made me, the listener, feel confident in his ability 
to overcome adverse experiences. This stance, however, highlighted to me a sense of 
loneliness, in that he had cut himself off from his family and told his story to friends in a 
way that discouraged any sharing of affect or offers of support. In one poignant moment, 
when Ishwar described "a moment of sobbing...feeling really lonely" when he was on the 
hospital bed, he brought in humour to describe how he went about mentally planning how  
not be "be a victim". On reflection, it made me think about the cultural expectation of 
som eone in their late twenties, to pick them selves up and "to not be defeated by it" when 
potentially traumatising events occur. Perhaps this expectation was even greater for 
Ishwar, as a man from an Asian background, he had the additional pressure needing to be 
"self-sufficient" in order to marry and have a family.
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Ishwar told is story in a way that left me in no doubt about how he sees himself as different 
from his family background. In fact, it appeared that for him, maintaining this difference 
was distance was crucial for his recovery. Ishwar may have made assumptions about the 
acceptability of his position to me, in that he 'should' come across as fully independent, 
free-thinking and autonomous is he was to relate to me, a British woman who was in the 
position of an academic researcher. After the interview, Ishwar asked questions about the 
research project and we shared som e thoughts about the nature of post-graduate study. 
This leant support to my ides that Ishwar had perhaps tailored his narrative to fit with his 
ideas about my expectations. On reflection, Ishwar's narrative might have appeared to me 
as 'neat' and cohesive because he took an objective, deductive approach to understanding 
his experience. This was evidenced by his description of "rejecting" his mother's theories 
and "testing out" his own hypotheses as to the motive of the assault with his peer group, 
before coming to rest on an explanation that felt satisfying and based on probability and 
likelihood.
Levels of analysis for Sumon's story 
Personal level
Sumon's narrative fits with what Crossley (2000) identifies as 'living with a philosophy of 
the present', or a conversion/growth story. His ability to link his experiences to his 
functioning in the present day came across on numerous occasions when reflecting on his 
journey e.g. "noticing the little things". Sumon detailed the processes he underwent during 
his trip to Bangladesh in a way that sheds light on the transformative nature of that time in 
his life. In a reflective fashion, he explained his decision to take his family to Bangladesh, 
based on his assessm ent of their ability to cope in their home environment. Alongside the 
distressing emotional processes and sometimes chaotic situations, there is a common 
thread which weaves through his story which is based in his personal values. Sumon 
justified his decisions and honestly appraised the impact that they have had on himself and 
his family. The function of Sumon's narrative appeared to be to reaffirm his choices and to 
place them in the context of his personal cultural context.
The way that Sumon narrated his story placed the responsibility for change on himself, as if 
he was and still is in some way the architect of his destiny. There was a strong spiritual 
elem ent throughout his narrative which appeared to provide the scaffolding for him to 
build his narrative upon. Frank (1995) outlines this stance as being in touch with existential 
matters and "open to the mystery of life". This was evident when he was talking about the 
feelings of despair he experienced when initially trying to make sense of the assault, 
"sometimes the world is senseless and that's something we all have to get our heads 
around". There was also a strong sense of empathy and concern for others, which was 
portrayed through his descriptions of his wife's health condition and his children's 
wellbeing. He not only talked of his priorities and values; he demonstrated these through 
the plot and structure of his story.
There was a sense of congruence within Sumon's narrative in terms of his understanding of 
mind-body linkages and how these effected his situation. His descriptions of initial 
emotional numbness then "crying a lot" and "feeling drained" were made part of his 
recovery journey, in that he presented them as necessary steps and "time for your body to
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recover from all the traumas, and all the energy it takes to be on autopilot". I wondered if 
his descriptions of his wife as helpless and in need of care were a way of expressing his own 
state of physical and psychological wellbeing at times. His way of protecting his family was 
to be "constructive" and to fulfil his role as the head of the family, "as the man of the 
family, it was, still is, my responsibility to do the best by them". His focus on action was not 
acted out blindly; he sought counsel from family members and put his faith in god to guide 
him. He demonstrated his awareness of the disjuncture between his family's emotional 
wellbeing and their social needs, "When we told them about going to Bangladesh [the 
childrenjwere not happy at all...l explained how they would learn different things...where 
their grandparents come from, a different culture". In sum, Sumon presented a sense of 
self that was connected to his familial and social context and to his emotional and spiritual 
life.
Interpersonal level
I experienced Sumon's narrative as being thoughtful and reflective but not overly 
rehearsed. The interview context did not appear to hold him back from telling his story as 
he wished, as was evident from the very few prompts and questions that I provided as the 
narrated. It may have been that due to the growth/conversion nature of story was 
congruent with my interests as a researcher, that other avenues for exploration were not 
picked up by me. His story was convincing, coherent and appeared holistic, therefore I did 
not feel the need to interrupt. Sumon came across through his narrative as a person with a 
strong belief system, who had processed an upsetting life event in a way that made links 
between his past, present and future. Whilst he emphasised the challenging impact that 
the assault had had on him and his family, Sumon narrated his story in a way that allowed 
me, the listener, to hear how this had provided opportunity for new ways of thinking to 
emerge. Pals and McAdams (2004) suggest how it is this very process that is a potential 
source of posttraumatic growth.
On reflection, I think in som e ways, Sumon's story appeared remarkable and the identity 
that he portrayed was appealing to me. The nature of his emotional experiences could 
have, in another context, been constructed as symptoms of PTSD, however this did not 
appear relevant to Sumon, or to me as he was telling his story. The difficulties he 
experienced were framed as part of a process that ended in a 'greater good', a more 
meaningful and fulfilling life for him and his family. For me, the listener, it did not appear 
that Sumon was denying the traumatising impact of the assault, nor was he glorifying his 
role as a 'hero'. Instead, there was a sense of awareness of the psychological breadth of 
experience and a "commitment to achieving greater self-understanding, awareness and 
progression" (p. 156, Crossley, 2000) that is characteristic of growth/conversion narratives.
I recall feeling that there was nothing I could add, it felt satisfying to just listen to his story.
Positional level
Sumon is a man in his mid-thirties who had a spiritual awareness of his experience, rooted 
in his culture of origin. This was perhaps something that I, as a British woman, could not 
ostensibly relate to. This may have influenced the way that he told his story. For example, 
he spoke about his sister and her reservations about him taking his family to Bangladesh 
and he explained, through his relationship with her how he came to his decision. This 
awareness of the potential criticism that could be engendered served to make his actions
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understandable and encouraged me, and possibly others he has spoken to, to empathise 
with his position. Sumon took an assertive yet caring position in his story, in that he acted 
in ways that protected his family and supported their wellbeing. His position as the head of 
his family was made clear but not in a dominant, stereotypically 'male' manner. His 
apparent humbleness and curiosity enhanced the portrayal of himself as a wise, thoughtful 
person.
Sumon's narrative did not reflect the dominant discourse of a 'cure for every ill', nor did it 
fall into the category of a 'therapeutic' narrative, which have been criticised as being overly 
self-deterministic (Lasch, 1984). Sumon instead brings a distinctly 'moral' dimension to his 
narrative and takes a position of being both an agent in his own process of self- 
actualisation but with an awareness and appreciation of his social world. By taking this 
position, Sumon was able to narrate his story in a manner that made clear his ability to 
creatively respond to his social environment while keeping centred on family values. His 
position in his narrative was therefore intelligible and meaningful and he was able to 
convey this meaning to me, the listener, despite us both being present in the interview for 
different reasons.
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Research Log
1 Formulating and testing hypotheses and research questions
2 Carrying oih à stnictured literature search using inAmnation technology and
literature search tools
3 Critically reviewing relevant literature and evaluating research methods iX
4 Forrmdatingq)eci5c research qucstioiis
5 Writing brief research proposals iX
6 WritihgdetaÜ^iesearchpropo^iV
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly y
8 Obtaining approval from a research ethics committee
9 Obtaining appropriate supervision for research vX
10 Obtaining appropriate collaboration for research y
11 Collecting data from research: participants y
12 Choosing appmpriate design for research questions y
13 Writing patient information and consent forms
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file vX
17 Conducting statistical data analysis using SPSS y
18 Choosing appropria stafisAical malyses
aX
19 Pieparmg quantitative data frfr aualysis vX
20 Choosing appropriate quantitative data analysis iX
21 Summarising results in figures and tables iX
22 Conducting semi-structured interviews vX
23 Transcribing and analysing interview data using qualitative methods tX
24 Choosing appropriate qualitative analyses
25 Interpreting results from quantitative and qualitative data analysis AX'
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or edited book y
30 Applying research findings to clinical practice X
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